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JOresident’s Address. 


By Sir CHARLES BICKERTON BLACKBURN, O.B.E., 
Sydney. 


I rHINK many of you would wish me to speak to you of 
hat I feel is in your thoughts, the sad occasion when 
nly a few weeks ago this Congress lost its chosen leader. 
ver since his election as its President, Sir Archibald 
jlins had been unsparing in his efforts to ensure the 
iccess of the Congress, unfortunately in complete dis- 
gard of impaired health, and his many friends grieve 
eply that he is not with us tonight to reap his reward. 
ut’to Sir Archibald it was never the thought of ‘reward 
hat spurred him on, but always his impelling sense of 
‘uty and an inherent honesty of purpose. He was one 
vho never failed to give of his best, whether it was to 
hose many patients to whom he was the beloved physician, 
r to the furtherance of the numerous causes he felt the 
all to support. 


He was a born leader who never failed to win the 
affection and loyal support of those who worked with him, 
and it was but natural that when the occasion offered he 
should have been elected to the highest office in the British 
Medical Association in Australia—President of the Federal 
Council. He filled this position with conspicuous dignity, 
wisdom and courage, winning not only the gratitude and 
complete confidence of his own profession, but the admira- 
tion and esteem of the many outside it with whom his 
office brought him in contact. 

Sir Archibald was a great personal friend, and I know 
he would not have wished his passing to cast a shadow 
over the many functions planned for the coming week. 
Let our thoughts dwell, then, not so much on his absence 





514 THE MEDICAL JOURNAL OF AUSTRALIA 





OcToBER 1, 1955 





as on the manner of man he was, and on the example in 
courage and leadership we have inherited. 


THE PROBLEMS OF OLD AGE. 


The title of the subject I propose to discuss with you 
tonight is “The Problems of Old Age”, and I have chosen 
it because it had already been selected by Sir Archibald 
Collins, though unfortunately he had not prepared his 
address. 

It is a subject that has in recent years received so 
much attention that it has been promoted to the rank of a 
new “ology” and given the name of gerontology, derived 
from the Greek word for an old man. 


Old age is a problem in which I hope every one of you 
will some day be personally and happily interested. It is 
a matter, however, that has given much more concern than 
happiness to aging man ever since human beings first 
appeared on this earth, and, speaking generally, probably 
the individual concern has been greater the further back 
we go. 

We, of course, have no historical records of the remote 
past, but we can be fairly sure that early man had to have 
his full physical vigour to maintain his position in the 
tribe or community, and there was always a younger man 
getting ready to challenge him, and, if successful, to take 
his place. We see this eternal struggle of youth against 
age throughout the rest of the animal kingdom, notable 
examples being the young stag and bull elephant, watching 
and waiting till the time arrives to fight it out with the 
leader. 


By the time history was being written the technique was 
not so crude, but over and over again we read of sons or 
other young relatives of rulers trying to replace their 
parents, sometimes successfully, at other times not, as, to 
quote an example familiar to you all, when Absalom tried 
to displace his father, David. 


As civilization advanced, the old attitude changed and 
the aged man began to be looked up to with respect and 
even veneration, and it would be interesting if we could 
know how far this resulted from the judicious exercise of 
some of the wisdom that proverbially comes with age. 
Certainly one weuld suspect that it was some wise old 
men who imposed on China the basic principles of ancestor- 
worship and veneration of the old that were already so 
firmly entrenched that Confucius incorporated them into 
his “way of life’, when, some 500 years B.c., he founded 
what is now known as Confucianism—an ethical system 
rather than a true religion. 


But throughout all these years, and despite the psalmist’s 
traditional ration of three score years and ten, old age was 
not based so much on chronology as on physical status. 
“An old man” did not refer so much to a person of such- 
and-such an age, but to a person who, whatever his own 
view, was regarded by others as past his prime and 
beginning to deteriorate. 


With the development of the social state the vast 
increase in the number of people employed in industry and 
public services brought once more into prominence the 
old question of age making way for youth, and it became 
imperative to determine an age at which one becomes old. 
For this purpose a chronological standard was obviously 
most equitable, and since statistics showed that the 
average age at death of a man who had reached sixty was 
about seventy-five, it was arbitrarily decided that a man 
was old at sixty-five and a woman was old at sixty. This 
decision carried with it the requirement to retire at these 
ages, and, subject to a means test, entitlement to a pension. 


Unfortunately, however satisfactory this decision may be 
from the group point of view, from that of the individual 
it is very fallacious, since it is based on the assumption 
that most people of sixty-five will be dead of old age at 
seventy-five. 


As a matter of fact, however, very few people at all die 
of what a doctor could certify as old age, and these are 
usually in the nineties or even older. What actually 
happens is that as they grow older, people become more 


susceptible to certain diseases and less able to get over 
others than they used to be, and it is these conditions 
that chiefly carry them off. As such illnesses may have 
had quite a short duration, many of the victims may 
have been quite fit and well into the seventies, and, as a 
matter of fact, they quite often are. 


Someone might here like to pose the question: “What 
is the difference really between dying of old age and 
dying of disease? Why do people age at all? To what 
extent is aging the mark of inevitable changes that reflect 
the passage of time, and to what extent does it represent 
damage—perhaps preventible—resulting from some toxic 
substances, either manufactured in or taken into the 
body?” 

It is a difficult question to answer and concerns a 
problem of old age on which biologists have long been 
working, but they have not got much further than con- 
firming what has been known for a long time—that one 
of the main factors underlying aging is the failure of the 
arteries to supply adequate oxygen and other nourishment 
to the innumerable cells of which the body is made up. 
Actually the arteries of anyone whose death might be 
ascribed to old age would be in a very unsatisfactory 
state, and it is interesting that in families with an heredi- 
tary tendency to longevity the arteries seem to wear much 
better than in other families. 


Enormous amounts of money are being spent in trying to 
find out what are the causes of the alterations in the 
structure of the walls of arteries, changes which path- 
ologists can detect already present in the bodies of quite 
young people long before they are advanced enough to 
produce any symptoms. It might interest some of you 
to know that here in Australia the insurance companies 
are providing very liberal support to those prepared to 
engage in research into the problem. 


The idea that aging might really be always due to some 
disease factor and not to an inherent quality in living 
tissue has received some support now that it has become 
possible to grow pieces of body tissue artificially, for it 
seems so far that, given the right environment, tempera- 
ture, atmosphere and nourishment, growth of these tissues 
goes on indefinitely. 

This leads to the suggestion, why should not what 
happens to a piece of the body apply to the whole? I am 
afraid this is something we shall never find out, for even 
if all the conditions to give the right environment could 
be provided, it is unlikely that anyone would be prepared 
to spend his life from the moment of his birth in an air- 
conditioned glass case with no connexion with the outside 
world, consuming suitable but no doubt highly uninterest- 
ing nutritive material, even if he could look forward to 
outliving Methuselah, of whom it is written that his days 
were nine hundred sixty and nine years. 


However, the likelihood of there being. an inherent 
property in living tissues to age, apart from what we call 
disease, would be readily accepted by any of you who have 
had the experience of meeting mutton masquerading as 
lamb, and it is strongly supported by the fact that various 
types of plants and animals have their particular life 
span, and that while, as in the case of man, a few last a 
little longer than others, the majority die at about the same 
age. We are reminded of this in an old Celtic rhyme 
which, translated into English, reads: 

Thrice the age of a dog is that of a horse; 
Thrice the age of a horse is that of a man; 
Thrice the age of a man is that of a deer; 
Thrice the age of a deer.is that of an eagle. 

We therefore cannot look forward, at least in the near 
future, to having the ordinary span of life much prolonged, 
despite the fact that you all must frequently have read 
that people are now living much longer. That is because 
as sO many more babies and children now grow into adult 
life than formerly, far more people are reaching sixty-five. 
Thus, in the United Kingdom in 1891 people over sixty-five 
formed 5% of the population, while in 1951 the figure hac 
reached 11%, and it is estimated that by 1980 one-fifth 
of the people in the United Kingdom will have reached the 
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pensionable age. Comparable figures are not yet available 
in Australia, but in 1947 the figures were: for males 7:43% 
and for females 8-6%. 


This steady shift in age distribution is already causing 
very considerable concern in both the United Kingdom 
and the United States of America, and much thought is 
being given to how the national economy can be adjusted 
to meet it. The disturbing fact is that after excluding 
those suffering from some actual disease, a very large 
number of men of sixty-five and women of sixty are, as 
already pointed out, physically and mentally capable of 
carrying on their full employment, while, of the others, 
many are quite well enough to be usefully employed. How 
true this is becomes obvious when we take the case of 
people who are self-employed, particularly those in the 
pastoral and agricultural industries, business executives 
and professional men, few of whom would think of giving 
up their full activity till they had at least passed the 
proverbial three score years and ten. 


The problem of how to utilize best this large pool of 
potential labour that is going to waste is, of course, sur- 
rounded with many difficulties, for which I have no solu- 
tion to offer. It might, however, be of interest to mention 
how it was being dealt with in Russia in 1947, for I had 
an opportunity that year of discussing the question with 
the Commissar of Health. The fact that there is no means 
test and that everyone at sixty-five receives a pension 
automatically by virtue of having paid his social service 
tax makes it much easier to deal with the problem there 
than here. 


There, at sixty-five, a worker becomes entitled to his 
pension and can retire, but if he wishes to go on working 
he is examined by a doctor, who may pass him as fit to go 
on with his job, or as only fit to do lighter work. 
case a job is made available. When I asked: “Does he 
draw his pension as well?” the reply was: “Why, of course, 
we have to give him that in any case, but we need every 
worker we can get.” 


Turning now to the more personal aspect, we may define 
old age as simply a state of being old, which in this sense 
is a very different thing from being old by Act of Parlia- 
ment, since chronology plays a rather minor part in its 
definition. Viewed in this sense, the mental picture of an 
old man is something like the colour of a chameleon— 
different according to the angle from which it is viewed. 
Thus to the eyes of a teenager or a member of the younger 
set, it is someone fifteen or more years older than herself, 
while to those who have moved on to the middle-age group 
it is someone about eighty. In the opinion of that mythical 
person, the man in the street, it would probably connote, 
as has already been said, someone on the downgrade and 
deteriorating; as Shakespeare puts it: “An old man Sir; 
he will be talking; as the saying is, when the age is in 
the wit is out.” 


To that important person, the individual himself, it 
means that he has reached a stage when he feels he cannot 
xeep up the struggle any longer and will have to admit 
that he is old. As all of you who do not have the mis- 
fortune to die young will eventually reach that stage, it 
vill be as well to look ahead and try to attain the maximum 
possible span of full life by planning how best to postpone 
che evil day, for, as the famous Franch diplomat Talleyrand 
‘who lived to be eighty-four) wrote: “Everybody wants 
10 live long, but nobody wants to be old.” 


And here I am mainly thinking of those among you in 
the middle-age group or older, for while theoretically no 
doubt it is never too early to begin, practically looking 
ahead seriously is so unnatural for the young that it tends 
io produce introspection and such health-consciousness that 
the individual ends up in never having a full life at all. 


Probably nothing helps more than keeping on working 
till you are sure you cannot work any more, for this keeps 
up your health, strength and morale. If you give up your 
work you give up your incentive to keep going, and so 
lose the very first round. If, however, you have any real 
doubts about your fitness to go on working you should 
consult your doctor and get him to look you over, and if 


In each 


he says you are fit, believe him. What has been said about 
work also applies to sport, for competitive sport gives you 
the incentive to prove to others as well as yourself that 
you are still in the middle-age group. Someone is prob- 
ably thinking that however useful the advice to keep on 
working may be to the self-employed, it is not very helpful 
to those who legally become old men at sixty-five. This 
is undoubtedly a very serious problem, and there does not 
at present seem any generally applicable way of solving it. 
I hope, however, that in the not too distant future some 
official plan of dealing with the situation will be evolved. 


In the meantime it will not be solved by getting 
depressed and miserable about it. As things are, each 
individual must make his own plans—by looking ahead 
for some other job that a man of sixty-five can carry out 
without accepting a pension; by preparing himself, while 
taking a pension, to be able to earn what is legally 
allowed, by learning some handcraft, gardening and so 
on—anything rather than just sitting about at home. 


I have spoken about working and carrying on with 
sport with the object of reassuring oneself that age is not 
creeping on too fast, and this is particularly important 
because we are all very susceptible to suggestion, and 
apart from autosuggestion one of the difficulties to contend 
with is the subtle suggestion from others that one is 
getting too old to do this or that. Remember that our 
grandmothers and great-grandmothers when they reached 
about fifty used to put on little white caps and become old 
ladies. As a matter of fact, the mere knowledge that 
sixty-five is the time for retirement is a very malign 
suggestion of old age in itself, and it is by no means 
uncommon for doctors to have wives bring their husbands 
to them saying that they are growing old, depressed and 
disinterested, and constantly talking about having to retire 
in a year or two. 


On the other hand, some wives are to blame themselves, 
because as their children grow up they tend to transfer 
to their husbands the anxiety and solicitude previously 
lavished on the children. Daughters, too, tend to age their 
mothers by treating them like brittle antiques, and one 
sees perfectly healthy-looking middle-aged women being 
piloted by daughters through traffic streams as though they 
could not go under their own steam. 


Great as is the value of keeping on with work, it‘is 
almost equally important to balance work with well-planned 
rest, and this particularly applies to arranging for a 
proper break in the middle of the day. Remember that 
man is the only animal that keeps going all day long, 
and this even more applies to women, and yet if we turn 
our eyes eastward we find that a very large number of the 
people in the world do have a siesta in the early afternoon. 
Holding back old age would be much easier if everyone, 
or at least those over fifty, did the same; certainly if 
businessmen, instead of going out to lunch, tried having a 
couple of sandwiches in the office and an hour’s rest with 
their feet up, they would come home less tired in the 
evening. 

Just as more rest is needed in the day, so often are 
more short holidays. When you get the feeling that your 
work is an effort do not just put it down as a sign of old 
age and wearily carry on; try to arrange for that holiday 
which will bring you back ready to tackle anything. 


In planning your programme it is as well to check over 
your habits. How is your weight? For primitive man the 
capacity to convert food when plentiful into fat that could 
be used in times of scarcity was as essential as it is for 
animals today, but to carry surplus fat continuously when 
a regular food supply is assured is not only illogical but 
harmful. It is comparable with driving about the city 
continuously carrying a ten-gallon drum of petrol in the 
back of your motor-car. 


And it is not only the question of carrying the extra 
weight, but you are asking your heart, which has already 
put in perhaps fifty-odd years’ work for you, to do extra 
work as it grows older, for it has to pump as much 
blood into the fat as into other parts of the body. After 
all, if you mean to grow old you will have to take a good 
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heart along with you. Perhaps one reason why the man on 
the land who wears so well is so often lean and hungry 
looking, is that he has long realized that he cannot drive 
fat sheep or cattle. 

Quite apart from the question of obesity, it is as well to 
keep in mind that as you slow down in your activities 
you do not require as much fuel as you did. Moreover, as 
your digestive organs are aging with the rest of you, it 
is aS well not to ask too much of them. But unless you 
have some ailment for which your doctor has prescribed a 
particular régime, there is no need to embark upon any of 
those special types of diet many of your friends will 
recommend, for it is much better to follow your ordinary 
routine, but take rather less. 

As with diet so with everything else, moderation is the 
keynote to which to attune yourself once you pass the 
middle-age signpost, and this applies to alcohol and tobacco 
just as much as to running for trams. 

Unless your doctor forbids them on medical grounds, 

there is no evidence that strictly moderate use of either 
alcohol or tobacco will shorten your life—a cheering note 
in view of the entertainments to be faced in the coming 
week! 
' Another problem for aging that you have to face is that 
of preparing for the life that you are going to lead when 
the battle is lost, and you have to admit that you are 
too old to work. Unless you have acquired an interest in 
some less arduous way of employing your time while still 
young, you are going to find it hard to start in old age. 
But if you have taken up some hobby such as gardening, 
bowls, some form of handcraft, some literary or scientific 
interest, you may find that instead of moping when the 
time comes, you are rather pleased to find that you have 
more time to give to what had previously been a secondary 
interest. 

Remember, too, that as you get older, fewer of your 
old friends will be with you. If you are not going to be 
very lonely, you will need to make friends among the 
generations behind you, so it is as well to prepare yourself 
for the new role. 

Do not forget what Shakespeare has told you: ‘Crabbed 
old age and youth cannot live together’; and if you look 
round it will seem that getting crabbed is not difficult. It 
is worth while, as you move on, to make some observa- 
tions about the old people you know—which are the ones 
that the young people seem glad to see? Have they got 
something you have not? 

If you have not got it already, set about acquiring that 
quiet philosophy of life and serenity of outlook that will 
prevent your becoming a chronic grumbler, if, as is only 
too likely, you begin to get those odd aches and pains, 
‘or perhaps actual infirmities that seem almost inevitable 
as the body begins to wear. Remind yourself that when 
you cannot get a new motor-car you put up with the rattles 
in the bodywork as long as the engine is sound, and your 
engine is your personality, your courage and capacity to 
keep your chin up. 

Do not go to the other extreme and adopt the role of the 
too obviously silent sufferer, for the martyr’s crown is an 
ill-fitting headgear for the living. 

To make friends with the young you need to be ready 
to adjust your minds to the constantly changing way of 
life and its modes and manners, for those who only know 
today have little in common with those living in yesterday. 


It is wise not to forget that Shakespeare said of old 
men: “They will be talking.” Start training yourselves to 
be better listeners than talkers. Be especially chary about 
offering advice or showing concern when that asked for is 
not taken. Youth has probably altered little since your 
young days, or since those distant days when a Roman 
philosopher wrote: “A contempt for the judgements of age 
is implanted in youth in order that everyone may be 
sentenced to learn wisdom at his own risk.” 

‘ So far I have discussed gerontology mainly from the 
point of view of its general implications and philosophy, 
but: now something must be said of its medical aspect. 
It is an aspect that has become of such importance—as 


the balance of population structure has altered—that the 
care of elderly people has developed into a new medical 
specialty under the name of geriatrics, and those who 
practise the specialty devote their time to the study and 
care of older people. 

They have a wide field to cover, for the problems con- 
cerning health as people age are among the most complex 
and disturbing facing medicine and society today. 

From a purely social point of view it is obviously of the 
greatest economic importance to keep those who are 
growing older in good health as long as possible. Even 
if those who work are able to carry the burden of sup- 
porting a large number of well people in idleness, the 
strain on their resources will be greatly increased when 
they have to care for them when they become ill. Hence, 
while the most important long-range project of geriatrics 
is research into the ultimate causes of aging and the 
diseases of the aged, the most pressing immediate problem 
is the early recognition of these conditions in order to take 
steps to cure them, or at least delay their progress. 

There is abundant evidence that the first signs of the 
various disorders that hasten the aging process, or in 
various ways undermine the health of older people, first 
show themselves in the forty to sixty period of life. 
Unfortunately the signs at this early stage are often quite 
unnoticed by the individuals till long after they can be 
detected by their physicians, and for this reason geri- 
atricians strongly urge that everyone from forty years 
onwards should submit regularly to a complete medical 
examination. Unfortunately, however successful geriatri- 
cians may be in delaying the process of aging, the time 
almost inevitably comes when the health breaks down in 
one way or another, and often for all too many a long 
life without health becomes a lingering tragedy. 

How to help the many whose eventide is spent in 
neglected invalidism is one of the saddest problems with 
which geriatrics has to deal, and one that our governments 
will sooner or later have to face much more realistically 
than they do today. 


From the medical aspect the problem is especially com- 
plicated by the fact that the needs of the sick are so 
infinitely varied. One need, however, that is common to 
many, especially pensioners, is suitable housing. This is 
a need that has grown steadily more urgent as the cost 
of living has risen and the size of modern houses 
diminished. One of the commonest causes of domestic 
unhappiness today is the presence in the home of an 
elderly invalid, often querulous and intolerant of noisy 
children. On the other hand, where finances are not so 
straitened, one all too often sees the tragedy of the 
youngest or only daughter in the family nobly and uncom- 
plainingly sacrificing her own opportunity of having a full 
life in order to take care of the old people. 


In many places the situation is being met by establishing 
community centres containing small cottages for old 
couples, and small flats for individuals. Even here there 
are problems, because while many of the old people can 
look after themselves or help to take care of others, some 
additional help is needed and it is very difficult to obtain 
the right kind of people. 


It is most gratifying that several organizations here, 
especially religious bodies, have already established centres 
of this type, two of the largest being Hammondville and 
the War Veterans’ Home. 


It is, however, quite impossible for such bodies with 
their limited resources to deal with more than a fraction 
of these unfortunate people, most of whom are either 
struggling to support themselves on quite inadequate pen- 
sions, living with relatives on whom they feel they are a 
burden, or eventually drifting into so-called rest homes or 
hospitals for the aged and infirm. 


After housing perhaps the most urgent general need 
is the availability of various means of rehabilitation. This 
particularly applies to physical methods of treatment, for 
there are many now quite incapacitated as the result of 
such conditions as arthritis or various degrees of paralysis 
who could derive great benefit from skilled physiotherapy. 
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But such treatment takes a long time, and for this reason 
in England special hospitals are being provided to accom- 
modate such persons. It must be remembered that even 
quite small increases in mobility can greatly increase 
people’s comfort and happiness. To be able to use a 
previously useless hand, to be able to get out of bed and 
move about in a wheelchair, to get about on crutches—any 
of these things can make an enormous difference to 
the outlook of those previously confined to bed. Under 
present conditions, however, it is rarely possible for such 
much-needed treatment to be obtained here, and until 
accommodation in properly equipped hospitals is available 
for the long-term treatment of this type of patient the 
position is unlikely to improve. 


In the meantime something can be done by the pro- 
vision of such amenities as plenty of wheelchairs to get 
bedridden patients out of doors, hearing aids for the deaf, 
properly fitting dentures for those who carry theirs in 
the pockets, and so on. 
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In this very brief survey of a position of which I think 
we should all feel ashamed, I have endeavoured to indicate 
how much could be done to make life easier and happier 
for old people in their time of adversity, but I fully 
realize that little will be done unless the public conscience 
can be stirred. In that stirring the profession so well 
represented in this hall can play an important part. 
Already one of its members, Sir Earle Page, in his capacity 
of Federal Minister of Health, has made a start by estab- 
lishing a free medical service for invalid pensioners. 
Backed by the whole body of his colleagues and the public 
opinion they have roused, he will surely be inspired to do 
much more. | 

Ladies and gentlemen, I began by saying that old age 
was a problem in which I hoped you would all some day be 
personally and happily interested. May I conclude by 
asking you to help in solving the problems of those for 
whom old age is neither happy nor interesting. 
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Florance, J. A. F. Flynn, J. Witton Flynn, L. R. Flynn, 
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I. M. Friedman, A. Frost, E. A. Fulde, J. C. Fulton, R. I. 
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Scales, D. Scanlan, Sir Herbert Schlink, O. Schmalzbach, 
J. Schneeweiss, O. H. Schneider, G. Scott, Margery Scott- 
Young, S. H. Scougall, H. Seamonds, H. R. Sear, Irene B. 
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\r Saint Andrew’s Cathedral, Sydney, on Sunday, 
Aveust 21, 1955, members of Congress attended Morning 
Prayer, wearing academic dress. The service was conducted 
by the Very Reverend E. A. Pitt, Dean of Sydney. The 
fir: lesson was read by Dr. H. C. Colville, President of 
the Federal Council of the British Medical Association in 
Australia, and the second lesson was read by Sir Charles 
Bi-kerton Blackburn, President of the Congress. The 
se;ion was preached by the Most Reverend H. W. K. 
Movil, Arehbishop of Sydney and Primate of Australia. 
H: said that the Church should welcome every discovery 
of -cienece in the realm of physical healing, but should 

encourage scientists to go further in exploring the 
rec'nm of the mind and the spirit, for often emotional 
co) siet made a cure impossible. In such cases the Church 

''d give effective cooperation. Prayer also could play 

luable part in the restoration of the patient to health. 
ibishop Mowll then referred to the words of Sir Clifford 

‘utt, who had said that a doctor’s duty was “occasion- 
all. to cure, sometimes to alleviate, but always to comfort’. 
H. showed the relevance of this thought to St. Paul’s 
w «ds written to the Corinthians about the God of all 
co’ tort, who comforted those who trusted Him, that they 
In urn should comfort others. Archbishop Mowll said that 
m: obers of the medical profession were constantly called 
u} to bring comfort and courage to their patients. 
Tiot call, if it was to be met, needed more than human 
r-curces. The resources of God were available to those 
“> would draw upon them through faith in Christ. 


W. S. L. Stening, J. N. R. Stephen, R. L. Stephen, F. R. N. 
Stephens, Norma C. Stephens, M. Sterling-Levis, R. B. C. 
Stevenson, Freda M. Stewart, A. J. H. Stobo, F. 0. Stokes, 
D. M. Storey, M. O. Stormon, Joan E. Storey, K. D. Stuart, 
D. S. Stuckey, E. S. Stuckey, S. Studdy, W. D. Sturrock, 
A. B. Sullivan, Frederica V. Sullivan, J. F. Sullivan, 
E. Susman, M. P. Susman, E. Sussman, A. Beryl Swan, 
C. H. Swanton, R. Swinburn, R. H. Syred, Dorothy R. 
Tandy, C. M. Taylor, Helen M. Taylor, L. D. Taylor, 
Margaret R. Taylor, A. H. Tebbutt, L. G. Teece, BE. C. 
Temple Smith, R. E. J. ten Seldam, A. C. Ternes, B. C. 
Terrey, A. C. Thomas, A. C. G. Thomas, Marjory J. Thomas, 
F. C. Thompson, R. W. Thompson, E. Thomson, A. R. Tink, 
E. A. Tivey, P. A. Tomlinson, J. E. Traill, D. C. Trainor, 
D. T. Treloar, E. Trenerry, R. B. Trindall, M. S. Truscott, 
J. K. Tully, O. G. Tunks, M. Turek, H. I. Turnbull, B. B. 
Turner, H. K. Uren, G. K. Vanderfield, N. R. Van Dugteren, 
C. A. Verco, V. H. Vernon, C. E. Vickery, D. G. R. Vickery, 
G. K. Vincent, R. H. Vines, K. B. Voss, R. J. Waddington, 
B. G. Wade, J. R. Wadsworth, A. Wajnryb, A. S. Walker, 
R. L. Walker, A. B. Walker-Smith, L. S. Wallman, N. S. 
Walliman, C. H. Walsh, Kathleen H. Walsh, R. J. Walsh, 
F. W. Walton, C. Warburton, J. J. Ward, J. T. Ward, D. 
Warden, A. S. Waterhouse, S. D. Watsford, A. L. Watson, 
D. G. Watson, A. W. J. Watts, Isobel P. Waugh, P. C. P. 
Waugh, A. A. Wearne, A. L. Webb, Claire Weekes, C. H. 
Wesley, R. F. K. West, Elizabeth Whealy, N. G. Whealy, 
L. D. Wheeler, R. E. Wherrett, G. B. White, C. W. 
Whitelaw, H. M. Whyte, C. R. Wiburd, D. B. Wightman, 
D. L. Wilcken, G. C. Willcocks, B. Williams, D. A. Williams, 
D. C. Williams, G. J. Williams, H. H. Willis, Eunice M. 
Wilson, F. H. Wilson, J. K. Wilson, T. E. Wilson, J. 5S. 
Windeyer, Helen M. Windon, H. M. J. Windsor, L. W. 
Wing, M. Naomi Wing, Kathleen Winning, C. E. Winston, 
R. R. Winton, W. Wood, L. J. Woodland, D. R. Woods, 
R. G. Woods, R. J. Wooleock, A. R. Woolnough, G. B. R. 
Wooster, B. J. Worling, N. R. Wyndham, J. M. Yeates, 
G. L. Young. Total: 1078. 


Archbishop Mowll illustrated this theme by reference to 
Dr. Edward Wilson, the medical officer and chief of the 
scientific staff on Scott’s last expedition to the South 
Pole. He said that the members of the expedition had 
constantly leaned upon Wilson, who, in his turn, had leaned 
upon God. 


Solemn High Mass was celebrated at Saint Mary’s 
Cathedral, Sydney, on the morning of Sunday, August 21, 
1955, and members of Congress attended in academic dress. 
His Eminence Cardinal Gilroy presided. The Mass was 
sung by the famous Trapp Family choir. The occasional 
address was preached by the Reverend Dr. Davis, principal 
of the Manly Ecclesiastical College. Dr. Davis spoke on 
vocations in medicine. He referred to the nobility of the 
task entrusted to the profession, and thanked God that 
the history in Australia of the British Medical Association 
was so illustrious. 


A combined Presbyterian and Methodist Church service 
was held in the Assembly Hall, Margaret Street, Sydney, 
at 11 a.m. on Sunday, August 21, 1955. The service was 
conducted by the Reverend Dr. E. Cumming Thom, 
Moderator of the Assembly of the Presbyterian Church of 
New South Wales. The lessons were read by Dr. H. R. R. 
Grieve and Dr. D. G. Hamilton. The sermon was preached 
by the Reverend J. H. Sorrell, President of the Methodist 
Conference. He said that, as seen by Saint Matthew, the 
Gospel of Jesus Christ was summed up in three words: to 
teach, to preach and to heal. It was a full Gospel, interested 
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in the whole of man—body, mind and spirit. The Christian 
Church had always concerned itself more directly with 
following its master in the first two of these activities. In 
regard to the third, that of healing, it might easily appear 
that very largely the Church had failed or been indifferent. 
However, it had been thought better that the Church should 
throw its weight behind the work of the doctor and 
surgeon, never doubting that medicine and what it repre- 
sented were completely in accordance with the will and 
purpose of God; and with the material means the Church 
had not hesitated to join the spiritual. Mr. Sorrell referred 
to the relationship of Christianity to medicine throughout 
its history, at first one of conflict, but more recently one of 
cooperation. He concluded by referring to the three inter- 
related activities of faith, prayer and works, and stressed 
their importance in the field of religion and medicine. 


Members of Congress attended a service at the Great 
Synagogue, Elizabeth Street, Sydney, at 9.30 a.m. on 
Saturday, August 20, 1955. The sermon was delivered by 
the Chief Rabbi, Dr. Israel Porush, who took as his subject 
the Jewish contribution to the art of healing. He quoted 
the statement of a contemporary historian, Dr. Cecil Roth, 
to the effect that the Jew had shown.a devotion to the 


art of healing which had had no interruption for the past 
one thousand years or more, and some of the most valuable 
contributions to medical science had been due to him 
Seeking to explain the predilection of the Jew for medica} 
science, Dr. Porush referred first to the positive attitude 
of Judaism to the healing of the sick. It regarded th« 
physician as a messenger of God, using his skill and his 
knowledge as a matter of duty for the relief of suffering 
At the same time the body was a sacred vessel containing 
the divine soul, and was to be kept healthy. The prefer- 
ence for medicine had also historical reasons—the greate: 
acceptability of this science to Jews, and the concept oi 
service to humanity which Jews had learned to emphasize 
throughout their history. Further, medicine was often part 
of a wider education, and love of learning had always bee: 
a characteristic of the Jewish people. Many Jewish 
physicians in the Middle Ages had been at the same time 
great philosophers or poets or rabbis or statesmen. There 
were many Jews amongst those who had made a notable 
contribution to medicine, right up to the present day. The 
biblical laws on diet and hygiene displayed remarkable 
medical intuition, and it had been said that two of th 
greatest hygienic thoughts of mankind owed their origin 
to “Semitism’—the weekly day of rest and the direct 
prophylaxis of disease. 


Inaugural Weeting. 


THE inaugural meeting of the Ninth Session of the 
Australasian Medical Congress (British Medical Associa- 
tion) was held on the evening of August 22, 1955, at the 
Town Hall, Sydney. The opening ceremony was performed 
by His Excellency Field-Marshal Sir William Slim, 
Governor-General of the Commonwealth of Australia. 


Sir Charles Bickerton Blackburn in his opening remarks 
reminded those present that it was a very ancient ethical 
tradition in the medical profession that its members 
should be zealously on their guard against being a party 
to any form of publicity or advertisement, but should 
depend for their reputations on their skill in the treatment 
of their patients, and on the value of their scientific com- 
munications to each other. However, there were some 
occasions when there was a break with tradition, and 
doctors, converging from all quarters to discuss the most 
recent advances in medical knowledge, took the public 
into their confidence and encouraged the publication in 
the daily Press of résumés of their proceedings. Such an 
occasion was the Ninth Session of the Australasian Medical 
Congress. Sir Charles Blackburn expressed appreciation 
of the honour that had been conferred on the Congress 
by the presence of His Excellency Sir William Slim and 
Her Excellency Lady Slim, and invited Sir William Slim 
to open the Congress. 


Sir William Slim said that when he had been asked 
to become the patron of the Congress it had struck him 
that the medical profession itself deserved the title of 
patron, since a patron was one who protected and encou- 
raged, and the medical profession was surely the patron 
of the whole human race. That was how the vast majority 
of laymen looked upon the doctor. The profession of 
medicine was one devoted entirely to the alleviation of 
suffering, the prolongation of life and the promotion of the 
happiness of humanity. Whenever misfortunes overtook 
people, in youth, in middle life or in old age, they turned 
to the doctor. The present was a time of almost frightening 
rapidity in scientific progress. Sir William Slim doubted 
whether violent modern advances would add much to 
human happiness. Happiness depended on the health of 
the body, on the state of a man’s nerves, and on the con- 
tentment of his mind. The medical profession was fortunate 


in that every increase in knowledge in its science would 
contribute to the happiness and the fullness of life of 
mankind. Even when by their care people lived long. 
doctors were able to make old age a benefit instead of 
a plague. Ordinary people expected rather too much of 
medical men, but perhaps medical men were a little to 
blame themselves, because they were apt to cover up the 
gaps in medical knowledge, of which they were only tov 
well aware; but the laity were much happier to believe 
that the doctor knew all about it. They laid down al! 
their anxieties when the doctor arrived; that made it al! 
the easier for the doctor to cure them. Sir William Slim 
then referred to the esteem in which the medical profession 
was held, and pointed out that one of the reasons was 
the freely given honorary work which was not found in 
any other profession. He said that as a profession they 
were lucky in one respect. Less than any other profession 
did they find outsiders anxious to tell them how to do thei" 
job. In all the present modern craze to “do it yourself’, 
they still did not find any magazine urging one to take 
out one’s own appendix. In Australia and in other 
countries, members of the medical profession were he!:1 
in higher respect than any ordinary citizen. That respe t 
had grown through the years. It must be a real sati:- 
faction to a doctor to know that the feeling existed; y:t 
like all honours, it brought responsibilities, of which the 
doctor was well aware, but which were becoming mo:2 
difficult to discharge. With the constantly increasirg 
demand on his time, the doctor might not be able 19 
maintain his time-honoured role of father confessor at: 
friend as well as medical adviser; that would be 4 
tragedy. The more rapid the material advance of a county ’, 
the more vital it was that a sense of duty and integri:y 
should at least keep pace in public and private life wi‘ 
its advance. It was there that the members of the medic. | 
profession had played a great part in maintaining sta’- 
dards of citizenship. The medical profession was in : 
unique position, not only by its own position, but by t): 
advice and guidance that it could give to citizens of «! 
classes.. Sir William Slim knew the demands made 

a doctor’s time by the need to keep abreast 

modern advances, and he knew the present tendency 
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separate the doctor from the patient’s confidence. With 
difidence he suggested that at the same time the 
members of the medical profession should remind them- 
selves also of their leadership in the community, which 
resulted from their position in society and from the 
confidence in which they were held. He then declared the 
Congress open. 

Sir Charles Blackburn referred to Sir William Slim’s 
sympathy with the medical profession, and to events in 
the second World War which had shown that General Slim 
of Burma had sought and used the help of his medical 
officers. Sir Charles Blackburn also spoke of the sad 
occasion which had caused the Congress to lose its chosen 
leader by the death of Sir Archibald Collins, and paid a 


tribute to his high sense of duty and his great work for 
the medical profession. 

Sir Charles Blackburn, the President, then delivered his 
President’s address (see page 513). 

The Right Honourable the Minister for Health, Sir Earle 
Page, in moving a vote of thanks to Sir Charles Blackburn 
for his address, described the lifelong friendship that had 
existed between them, and gave some details of the 
operation of the National Health Service, pointing out 
that 98% of doctors were cooperating in the scheme, and 
that much had been achieved in the field of improved 
health in the community. 

The President later held a reception at the Trocadero, 
where Supper was served. 


Conferring of Degrees and Henry Simpson Mewland Oration. 


On the evening of Thursday, August 25, 1955, in the 
Great Hall of the University of Sydney, the Honorary 
Degree of Doctor of Science of the University of Sydney 
was conferred on Dr. Louis Hopewell Bauer, Secretary- 
General of the World Medical Association. The ceremony 
was conducted by the Chancellor of the University, Sir 
Charles Bickerton Blackburn. In presenting Dr. Bauer to 
the Chancellor for the conferring of the degree, the Vice- 
Chancellor, Emeritus Professor S. H. Roberts, spoke as 
tollows: 


Mr. Chancellor: As we are all well aware, it has not 
been the custom of this University in the one hundred 
and three years of its existence to confer honorary 
degrees lightly. It is, therefore, with great pleasure 
that I recall to your memory the meeting of the 
University Senate Committee which recommended you 
to move from the Chair of the Senate the decision to 
confer an honorary doctorate on Louis Hopewell 
Bauer. If I may say so, that Committee was unique, 
happily because of the compliment to our graduand, 
unhappily because, I fear, it constitutes no precedent 
for committees. 


On the personal side, I introduce Louis Bauer to you 
as a professional man whose achievements in their 
variety and magnitude constitute a formidable record 
in medical science. As one who adheres to lost causes, 
I firstly commend him to you as one who, with many 
other of the older members of this august assembly, 
took the Arts degree before he embarked upon his pro- 
fessional qualifications. When he received his Arts 
Degree from Harvard in 1909, he entered and passed 
his medical course at the Harvard Medical School 
and became an honour graduate of the United States 
Army Medical School in 1914; and from that time 
began his great interest in aviation medicine. 


After becoming a lieutenant-colonel in the Medical 
Corps of the United States Army, he had a period in 
private practice, primarily in cardiology, and there 
begins a list of achievements which, if I were to detail 
them, would not allow the presentation of his address 
tonight. To quote a few outstanding examples, he 
received the John Jeffries Award from the Institute of 
Aeronautical Sciences in 1940; he obtained the 
Theodore C. Lyster Award from the Aero Medical 
Society in 1947. He held a number of offices in the 
American Medical Association, being Trustee in 1944 
to 1951, Chairman, 1949 to 1951, President-elect, 1951 
to 1952, and President, 1952 to 1953. He was a member 
of the Council of the World Medical Association, and 
later and currently the Secretary-General of that body, 
a capacity in which we primarily honour him, for 
what honour can be higher? 


He has been Editor-in-Chief of the bi-monthly 
Journal of Aviation Medicine since 1930, and his text- 
book on aviation medicine is known to you all. 
Again, as an outsider, I am intrigued by the title and 
content of one of his books entitled “Private Enter- 
prise or Government in Medicine’, and I am con- 
strained to say, sir, that the dominant fact in this 
matter is that the book was written, not in 1955, but 
in 1947. 

All told, a couplet from Ovid applies to him. It 
reads: 

“quantus apud Danaos Podalirius arte medendi, 
Aeacides destra, pectore Nestor erat.” 


For the benefit of the non-medical members of this 
congregation, I translate: “He is a man whose reputa- 
tion is as great as was that among the Greeks of 
Podalirius for his healing art, of Achilles for his 
strong right hand in the fight, and of Nestor for his 
courage.” 

I have spoken of the Secretary-General of the World 
Medical Association as an individual, as a scientist, as 
a medical research man, as a person who links on his 
medical knowledge to the so rapidly-changing needs 
of his community. But I would also like, Mr. 
Chancellor, to speak of him as a symbol. In the 
Sydney community this week, we have an unparalleled 
collection of medical men from within and without 
Australia. If I may be permitted to digress for a 
moment, as a former historian, I would like confidently 
to predict that the social historians of the future will 
have recondite inquiries regarding the impact on 
Australia in the first week of September, 1955, of a 
transient epidemic of derangements of the digestive 
tract and of the liver, miraculously confined to 
members of this Medical Congress and to their guests. 

The University of Sydney is indeed proud to honour 
Dr. Bauer as the representative and the symbol of 
your present Congress. We, in Sydney, the oldest and 
the biggest and the most traditional of English- 
speaking Universities in the southern hemisphere, 
welcome your presence in our midst. 

I therefore present to you, Mr. Chancellor, sir, Louis 
Hopewell Bauer, Bachelor of Arts, Doctor of Medicine 
cum laude, honour graduate of the United States Army 
Medical School, graduate of the Army War College, 
Fellow of the American College of Physicians, for 
admission within the University of Sydney to the 
degree of Doctor of Science honoris causa, 

At the conclusion of the ceremony, Dr. A. Talbot Rogers, 
a member of the Council and Chairman of the General 
Medical Services Committee of the British Medical Asso- 
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ciation, presented the gold medal of the British Medical 
Association to Sir Henry Newland, C.B.E., D.S.O. He said 
that at a meeting of the Council of the British Medical 
Association held at British Medical Association House, 
Tavistock Square, London, W.C.1, on April 18, 1955, it had 
been resolved: 


That the Gold Medal of the Association for 
Distinguished Merit be awarded to HENRY SIMPSON 
NEWLAND, Kt., C.B.E., D.S.O., LL.D., M.S., F.R.C.S., 
F.A.C.S., F.R.A.C.S., in recognition of his out- 
standing services to the Association and to the 
medical profession. 

In making the presentation, Dr. Talbot Rogers read the 
following message which was signed by the President of 
the British Medical Association, the Chairman of the 
Representative Body, the Chairman of the Council, and the 
Treasurer. 

To Sir HENRY Stmpson NEWLAND: It is with much 
pleasure that the Council of the British Medical Asso- 
ciation awards to you the Gold Medal of the Associa- 
tion for Distinguished Merit. 


Your career as a surgeon has been one of high 
achievement. During the first World War you rendered 
distinguished service as a_ surgical specialist at 
casualty clearing stations in the field, and later in 
plastic surgery. In 1927 you were appointed Lecturer 
in Principles and Practice of Surgery in the University 
of Adelaide, and in the same year you assisted in 
founding the Royal Australasian College of Surgeons, 
of which you were President from 1929 to 1935. 


Over many years you were active in every important 
medical movement in the Australian Commonwealth. 
The high offices which you have held with distinction 
include those of Chairman of Directors of the Aus- 
tralasian Medical Publishing Company and President 
of the Flying Doctor Service. You are now President 
of the Council of Empire Societies, and during a long 
association with the South Australian Branch of the 
Royal Empire Society you held the Presidency of the 
Branch for ten vears. 


Your career has been remarkable also for the public 
work you have performed in the interests of the 
medical profession during a very long period of 
eminent service to the Association. It was in 1909 that 
vou first assumed office in the Association as Honorary 
Medical Secretary of the South Australian Branch, of 
which you became a Vice-President in 1919, and 


President later in the same year. For thirty-five years 
you served on the Branch Council. In 1921 you were 
elected to the Federal Committee (later the Federal 
Council) and when you retired in 1949 you had been 
its President for twenty years. 

Your intellectual gifts, your highly estimable and 
lovable qualities of character and personality and your 
unremitting labours to promote the welfare of the 
profession and the community have won for you a 
unique place in the regard and affection of your Aus- 
tralian colleagues, who in 1937 awarded you the Gold 
Medal of the Association in Australia and in 1950 
established in your honour the Henry Simpson 
Newland Oration and the Henry Simpson Newland 
Prize in Surgery. 

The parent Association, at its Centenary Meeting in 
London in 1932, honoured you by electing you a Vice- 
President. In deep gratitude for your outstanding and 
devoted services, the Council of the Association now 
asks you to accept the highest distinction within its 
gift. 

Dr. H. C. Colville, President of the Federal Council of 
the British Medical Association in Australia, presented 
the Henry Simpson Newland Prize in Surgery to Frank 
Mitchell Ramsay, M.B., Ch.B., D.T.R., M.C.R.A., and 
William Winslow Woodward, M.B., F.R.A.C.S. Dr. Colville 
referred to the citation accompanying the award of the 
Gold Medal of the British Medical Association to Sir Henry 
Newland and emphasized the part of it dealing with his 
long and distinguished service as President of the Federal 
Council of the British Medical Association in Australia, 
which had motivated the Federal Council in instituting 
the Oration and the Prize in Surgery. Dr. Colville 
reminded the audience that, unlike the winning efforts in 
competitions in music, art and the like, the achievement 
of Dr. Woodward and Dr. Ramsay would not meet the 
public eye until their essay was published in THe MEDICAL 
JOURNAL OF AUSTRALIA; the audience would therefore have 
to accept Dr. Colville’s assurance that it was a very good 
essay. Dr. Colville then presented the prize to Dr. 
Woodward, after explaining that the money prize would 
be divided, but that each winner would receive a medal. 


The President of the Ninth Session of the Australasian 
Medical Congress (British Medical Association), Sir 
Charles Bickerton Blackburn, then introduced Dr. Louis H. 
Bauer, Secretary-General of the World Medical Association, 
who delivered the Henry Simpson Newland Oration (see 
THE MEDICAL JOURNAL OF AUSTRALIA, September 24, 1955). 
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Plenary Sessions, 


CANCER. 


A PLENARY SESSION was held on the subject of “Cancer”. 
‘he chairman was Sir CHARLES BLACKBURN (New South 


Wales). 
The Place of Surgery in the Treatment of Cancer. 


Sm StTanrorp Cape (United Kingdom) said that the 
place of surgery in the treatment of cancer was manifold. 
‘he ideal—complete removal of the tumour resulting in 
eradication of the disease—was achieved in only a minority 
of cases, but surgery could play a useful part in many 
other ways: diagnostic biopsy, palliative control, alteration 
of anatomical, physiological and hormonal states, relief 
of pain and prophylaxis. A better understanding of the 
natural history of cancer had allowed a more accurate 
assessment of both the usefulness and the limitations of 
surgery. Stricter selection had brought not only improved 
results (a smaller operative mortality and a longer sur- 
vival rate), but also technical improvements and abandon- 
ment of surgery for certain types of tumour. Brain tumours 
and testicular neoplasms provided illustrations of those 
points. In certain stages of cancer (for example, stage III 
cancer of the breast) surgery was actually harmful. 
Combination of surgery and radiotherapy also altered the 
extent and timing of the surgical act. 


Sir Stanford Cade then referred to physiological advances 
leading to surgery designed to alter function (orchidec- 
tomy for prostatic cancer, oophorectomy and adrenalectomy 
for breast cancer, and hypophysectomy for both those 
conditions) and to advances in technique, particularly in 
anesthesia, antibiotic therapy, ancillary diagnostic aids, 
and control of blood loss and shock. 


Referring to biopsy, Sir Stanford Cade said that the 
associated risk of disseminating cancer was now considered 
to be negligible and probably mythical. The establishment 
of a definite diagnosis was more important. 


Sir Stanford Cade defended radical surgery against 
current criticism, but agreed that such major procedures 
as radical mastectomy, colectomy, excision of the rectum, 
iiock dissection of the neck, gastrectomy, pneumonectomy 
and wide ablation of limbs should be undertaken only in 
well selected cases, strictly limited by accurate assessment 
of operability and in the light of the natural history of 
the particular tumour. He went on to say that a modern 
conception of the value and limitation of surgery taken in 
conjunction with the results achieved in certain sites by 
--curate and adequate radiotherapy had led to a better 
selection of patients for surgery and of the timing of the 
surgical act. Thus in certain sites the early, small, 
‘ivourable lesions should be treated preferably by radia- 
tion, and the late lesions or those that were radioresistant 
should be treated surgically. At the other end of the 
~-ale, surgery was now applicable to advanced local disease 

reviously considered inoperable. The relevant new 

‘ethods of surgery (pelvic viscerectomy, total laryngo- 

naryngectomy with immediate reconstruction, and multi- 

sceral resections) were then considered by Sir Stanford 
ide in some detail. 


Turning to palliative surgery, Sir Stanford Cade said 
‘1at palliation aimed at relief of symptoms and prolonga- 
“on of life and occasionally gave many years of survival. 
‘: could be achieved, for example, by removal of fungating 
.eeding masses of tumours or of bowel, pyloric or cso- 
-shageal carcinoma causing obstruction, by short-circuiting 
-perations to relieve jaundice caused by cancer of the 
vanereas or by transplantation of ureters into bowel or an 
.rtificial bladder for inoperable carcinoma of the bladder 
or involvement of the ureters in pelvic cancer. Various 
surgical means also could be used to bring relief from 


pain. Adrenalectomy and hypophysectomy were of value 
in about one-third of the cases of hormonally dependent 
cancers of the prostate and breast; the main effect was 
relief of pain from skeletal metastases. 


Finally, Sir Stanford Cade referred to the prophylactic 
role of surgery in the prevention of cancer. He said that 
conditions which could lead on to cancer were leucoplakia 
of the mouth or vulva, benign melanoma, areas of chronic 
skin diseases such as Bowen’s disease, congenital poly- 
posis of the rectum, localized thyroid swellings, the benign 
adenoma or cyst of the thyroid, the nodular goitre, cholecys- 
titis with gall-stones and chronic gastric ulcer. Surgical 
removal of the diseased area would prevent the develop- 
ment of cancer. 


In conclusion, Sir Stanford Cade said that although 
surgery was no longer the only means available for the 
treatment of cancer, the time had not yet come when 
surgical excision, ablation or destruction of tumours could 
be discarded. Every advance in technique and in thought 
was still a step forward towards the control of tumours, 
prolongation of life and relief of pain. Thus surgery 
remained a living virtue, the practice of which brought 
hope to the patient and spiritual satisfaction to the 
surgeon. 


Cancer Concepts. 


Sm Perer MacCatitum (Victoria) read a paper on 
“Cancer Concepts”. He stressed the importance of correct 
concepts of disease processes in relation to investigation, 
prevention and treatment, and showed that they were not 
often easy to state. Often they depended on fresh obser- 
vations, new techniques and the social urge. There was 
no lack of social urge in the case of cancer, which had 
become grimly prominent as a cause of death. There was 
much to be recorded, analysed and tested in relation to 
cancers, and also much to learn about the proper collection 
and handling of such data if they were to be of use and 
not misleading. It was not true to say that “nothing is 
known about cancer’ and “no man knows the cause of 
cancer’; much was known about hundreds of cancers, and 
known causes ran into hundreds as well. Moreover, every 
day doctors were diagnosing and curing cancers. Professor 
MacCallum went on to discuss developments in the concept 
of cancer; he mentioned the ancient conception that it 
was an invading parasite of external origin forming a 
lump with special characteristics. Histological study and 
the growing knowledge of bacteria steadily dispelled the 
claims for a causal relationship with one organism after 
another. The last organisms left were the viruses; they 
could not be so easily dismissed. The study of cells as 
the biological units of bodily structure and function, and 
of their behaviour in disease, made it possible to recognize 
cancers as special forms of cellular proliferation, and to 
distinguish them from the proliferations accompanying 
inflammations. He said that the cancer concept depended 
on a sharp change in behaviour observed in body cells 
themselves; relative to the rest of the body, they played 
the part of an invading agent almost as foreign as a 
bacterium or a virus, in a medium altered only by the 
consequences of the change itself. Some of the cells were 
so changed that they ceased to conform to the regular 
pattern of their predecessors, but now bred true in a 
persistent divergence from it. The cancer cell still wore 
the insignia of a body cell, but its proliferation no longer 
kept the old line or subserved host-tissue maintenance. 
The change persisted in the cell whether the inducing 
agent was discernible or not, and disappearance of the 
agent did not restore the status quo. Professor MacCallum 
referred to the difficulty of embodying the concept of a 
neoplasm in a concise definition that would not apply to 
other proliferations, and suggested the following as a 
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working hypothesis: “A neoplasm (tumour) is a mass of 
tissue, the definitive cells of which are cells of the body 
of the host that have acquired and transmit to their descen- 
dants a distinctive pattern of growth and behaviour deviat- 
ing from that characteristic of the host.” He then examined 
the bacterial and virus hypotheses in relation to such a 
definition. 


Referring first to bacteria, Professor MacCallum said that 
there was no convincing evidence that the products of 
bacterial activity directly induced the new property in 
the cell; it was possible that they might have an indirect 
effect by altering tissue conditions, or in areas where a 
carcinogen had already induced a “sensitive” state. 
Turning to viruses, Professor MacCallum drew attention to 
the intimate relationship between viruses and cells in the 
diseases they caused, especially those in which cellular 
proliferation was a prominent consequence. In that process 
the replicating invader diffused throughout the cell con- 
tinued in the daughter cells. That tumour-like cell division 
might or might not be cancerous according to the definition. 
If on elimination of the virus the cell returned to its 
customary state of division, the condition could not be 
classed as cancerous. If, on the other hand, disappearance 
of the virus left a cell which continued the division rate 
and character, the proliferation would qualify under the 
definition. Therefore the presence of a virus in a cell with 
that property would not necessarily remove the prolifera- 
tion from the cancer category. In certain circumstances a 
virus might disappear, become “masked”; but since it might 
later reappear in recognizable form, that question was not 
resolved. The obligate presence of a virus in cancerous 
growths would require another definition. Professor 
MacCallum then discussed the effect of cancer concepts of 
the study in mice of Bittner’s milk factor, commonly 
considered a virus. He referred to the breeding of sus- 
ceptible strains of mice, to the complex interplay of 
multiple “gene” and environmental factors in the etiology 
of breast cancers in those mice, and to the fact that in 
affected mice the milk factor, which in certain circum- 
stances promoted the incidence and growth of breast 
cancers, was present in many tissues and was transmitted 
by the milk to the offspring. Cross-breeding experiments 
showed that the genes controlled the responses of breast 
tissue to the milk agent. Hormones, which themselves 
were influenced by the genes, also influenced the incidence 
of the growth. Histological differences had been noted 
between the types of tumour under the influence of the 
milk factor, the estrogens and methylcholanthrene. Thus 
in that tissue cancerous change appeared in the course of 
its periodic proliferation, and was reinforced by stimuli 
from various extraneous sources. Although the response 
did not cease with the onset of cancerous change, the 
experiments suggested that without “susceptibility” there 
would be no cancer. “Susceptibility” was a property 
becoming manifest from genetic mutation possibilities, and 
being handed on in associated unit fashion from generation 
to generation, was distributed in accordance with heredi- 
tary probabilities. “Mutants” with cancerous characters 
might arise in the body in the course of maintenance or 
other circumstances of cell division. Certain conditions 
increased the cell division rate, and thus created the oppor- 
tunity for the “spontaneous” emergence of the cancerous 
cell. A second concept was that agents creating such con- 
ditions might act as “mutagens”. Researches were seeking 
answers to intranuclear as well as cytoplasmic questions 
concerning metabolism, division and heredity that bore on 
all cell life and on the nature of life itself. From the virus 
hypothesis arose the seemingly fantastic speculation that a 
virus might conceivably arise from replicating particles 
formed within the cells themselves. 


Professor MacCallum went on to discuss the work in 
carcinogenesis that had resulted from Kennaway’s isola- 
tion of a carcinogenic polycyclic hydrocarbon from tar; it 
had made possible the study of cancers from their begin- 
nings, and had given great impetus to the study of the 
structure and functions of related compounds. He drew 
attention to the fact that the painting of a carcinogen on 
the skin of a susceptible animal was followed by an 
interval, either short or long, before the cancer appeared. 


The interval was usually brought to an end by factor: 
that did not induce cancer in tissues which were not ii: 
the changed state initiated by the carcinogen. Once deter 
mined, the cancer pursued its own development and pro- 
duced its own reactions in the host. The second stage o? 
the cancer changes arose focally in the treated area, often 
at more than one point; that strongly recalled the usua! 
focal distribution of mitosis in replacement. 


Professor MacCallum said that observed facts abou: 
cancer encouraged the hope that methods of immunity 
control might yet be developed. A recently propounded 
immunological concept of cancer (Green, 1954) postulated 
that the protein complexes that conferred tissue an‘ 
individual identity on the cell were lost by an “adaptation” 
of the cell under the influence of the carcinogen durins 
the stage of continuous hyperplasia. As a result the cell 
became antigenically “neutral” and thus neoplastic. The 
“jdentity-proteins” were equated with Burnet’s “seli- 
markers” (1949). Professor MacCallum said that both 
prevention and treatment of cancer depended on under- 
standing for success, and there was much thinking and 
research yet to be done. He was convinced that it was 
not possible to think freely and clearly about bodily 
processes unless it was realized that, in a very real sense, 
there was nothing more “normal” than the pathologica! 
Biological processes were natural processes, and pathology 
was a branch of biology. 


The Natural History of Cancer. 

E. S. J. Kina (Victoria), in a paper on the natura! 
history of cancer, said that a knowledge of the mode of 
development and normal progress of the disease was 
essential for its proper treatment. In pre-surgical times 
the normal course of the various kinds of cancers had bee: 
well known, but since the introduction of surgical and 
other forms of treatment the progress of the disease had 
been considerably modified. It was thus necessary to 
reassess the position continually and, especially since some 
forms of the disease had previously not been recognized 
and described adequately, it was important to continue to 
collect information regarding those. 

Difficulties arose because a number of conditions (some 
inflammatory states, hyperplasias and malformations) wer: 
closely related to neoplasms; and, though previously the 
distinction would have become apparent in time, now 
information gained by their mode of progress was cul 
short in an early stage. Since the treatment of non- 
neoplastic conditions was probably followed by cure, an) 
confusion of conditions would cause serious statistica! 
errors; so that it was especially important to distinguis! 
them. 

Innocent tumours must be given some consideration 
because they merged into the malignant ones, and doubtfu' 
cases occurring at or near the line where they merged 
might be included with the malignant tumours and giv: 
a wrong impression regarding the normal course of th: 
more serious conditions. 


Malignant neoplasms themselves varied very much i? 
their rate of growth, formation of metastases and degre’ 
of destruction of tissle. Not only were there difference 
due to age and sex, and considerable differences betwee: 
tumours, but even tumours of the same kind occurring i’: 
the same organ showed remarkable differences. The’ 
applied particularly to the melanoma, some _ thyroi: 
tumours, some breast tumours and chorionepitheliom 
amongst others. In some cases the factors responsible fc: 
the differences were hormonal in nature, but in many casc: 
they were unknown. 


Development of metastases was important and migh: 
occur at a very early stage in the development of th 
tumour. It was necessary that that should be kept i:: 
mind when one was determining the form that treatme! 
should take. 

The results of treatment would depend on whether th 
tumours were slowly or rapidly growing. Differences «i 
natural rate of growth explained some of the moder: 
suggestions that tumours treated at a late stage gave bette” 
results than those treated at an early stage. That was 
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yecause the former were growing very slowly and had 
not attracted the attention of the patient, whereas the 
others were the most rapidly growing and malignant 
varieties. 


The follow-up of all cases of cancer was recognized as 
ing important and was providing valuabie information 
uot only with regard to the results of treatment, but also 
bout the natural history of the condition in the new cir- 
cumstances. The collection of such information was the 
‘mportant contribution that present-day observers could 
nake in the understanding of those phenomena. 


Radiotherapy in the Treatment of Cancer. 


B. W. WINDEYER (United Kingdom), in a paper on the 
vadiotherapy of cancer, said that radiotherapy, the treat- 
iment of disease by ionizing radiations, was used in approxi- 
mately 50% of all cases of malignant disease, both as a 
curative and as a palliative agent. He gave a brief descrip- 
tion of some of the types of cancer treated by radiotherapy 
and the results achieved in representative sites. He said 
that it was not possible to deal with the whole field of 
vadiotherapy, and therefore gave illustrative examples in 
cancer of the skin, lip, tongue and mouth and maxillary 
antrum. He discussed the increased use of radiotherapy 
in cancer of the breast, and the achievement over many 
years in cancer of the uterine cervix. 


Professor Windeyer went on to say that rarer conditions 
in which radiotherapy had an important part to play were 
malignant tumours of the testis, some primary bone 
tumours and the extensive field of the reticuloses. Its 
palliative value in lung cancer was stressed. He said that 
radiotherapy was not without danger of important sequele, 
and pointed out some of the complications following its 
use. The need for an adequate organization to carry out 
efficient radiotherapy in malignant disease was discussed. 
He said that a full range of equipment should be available, 
including low voltage X-ray machines for superficial 
lesions, conventional deep X-ray machines, and _ super- 
voltage, by means of either Cobalt 60 apparatus or one 
of the newer designs of X-ray generator. In addition, 
adequate supplies of radioactive substances—radium, radon 
er some of the artificially radioactive isotopes—should be 
available. Newer techniques with radioactive isotopes had 
increased the scope of radiotherapy in certain conditions. 
Vrofessor Windeyer pointed out the necessity for an 
«ficient, well-trained team, including clinically trained 
physicists, and said that, although there should be some 
concentration of radiotherapy resources for reasons of 
efficiency and economy, it was of paramount importance 
‘nat the radiotherapy services should be part of a general 
hospital organization. It was only by close cooperation and 
requent daily contact between the radiotherapists and 
‘heir colleagues working in the other clinical specialties 
hat the maximum benefit could be given by radiotherapy 
© each individual cancer patient. Team work in cancer 
‘reatment had now become a necessity. 


Discussion. 


B. T. Epye (New South Wales) said that the subject of 
“ancer had been widely covered by the opening speakers. 
\S a practising surgeon he had appreciated especially the 
“ddresses by Professor King and Sir Stanford Cade. He 
‘as struck forcibly by Sir Stanford Cade’s remark that 
nly a minority of persons operated on for cancer were 
cured. Surgeons were likely to feel that their results were 
wetter than they really were through failure to follow the 
»rogress of the patients for a sufficient length of time. 
‘ince the end of the last century they had gone a long 
way in the understanding of the natural history of cancer. 
\t the beginning of the period a lump believed to be 
vancerous was removed from a breast. Later it was con- 
sidered safer to take the whole of the breast; and soon 
ifterwards it was wise to add the superficial layer of the 
vectoralis major; and, a stage afterwards, nothing was 
satisfactory short of the complete removal of the pectoral 
muscles with the breast and all the associated lymph nodes 
and channels. It was to be remembered also that latterly 
Surgery had been pushed more and more into the back- 


ground of the treatment of cancer through the use of 
certain hormones and by radiotherapy. Education of the 
public had helped to improve the treatment, though it had 
taken many years to get some of the information dis- 
seminated. That factor of publicity should be stepped up, 
as too many sufferers still came too late for effective treat- 
ment. The propaganda should be arranged to dispel fear 
rather than to create it. At the same time the public must 
be told that facilities were available to remedy the trouble. 
He added that those two aspects of publicity policy were 
nowadays incorporated in the work of the State Cancer 
Councils. 


C. F. pE MoncHAaux (New South Wales) congratulated 
the previous speakers on the comprehensive nature of the 
papers. He said that Sir Peter MacCallum had dazzled him 
with science, and that Professor Windeyer’s paper was full 
of meat. Perhaps the most significant statement made was 
that often in the earliest clinical manifestations of cancer 
there was already evidence of metastatic spread or of 
general dissemination of the disease. An implication was 
that some people believed cancer to be a general disease 
with local manifestations. The tumours presented for 
treatment on that theory were the clinical expression of a 
general disease. In the cases mentioned by Professor 
King the disease showed early tertiary manifestations with- 
out even secondary involvement; the regional lymph nodes 
escaped. Another important implication was that in those 
cases the tertiary manifestations or metastases were con- 
trolled naturally; the metastatic foci were apparently cured 
without any type of treatment. That point was of profound 
significance. It would be helpful to the advancement of 
knowledge if a control series of a few hundred cases could 
be observed without treatment. For humane reasons it 
was not practicable to get that series of human patients, 
but it probably could be done with animal subjects to 
study the natural history of cancer. Dr. de Monchaux said 
that a salient point brought out, he thought, by Sir Peter 
MacCallum was the great importance of the degree of 
malignancy as the great prognostic criterion in all cancer 
cases. It would seem that in a very malignant tumour it 
made little difference whichever treatment was_ used 
initially; the progress of the disease would be much the 
same, as it proceeded usually to a fatal issue. Another 
basic criterion that the speaker had learned to rely on in 
malignancy from both prognostic and therapeutic angles 
was the question of the involvement of the regional lymph 
nodes. It was fundamentally important to know whether 
they were involved or not; that was basic to the attitude 
and approach to the management and treatment of cancer. 
The two great criteria or considerations in malignancy 
were then, first, the degree of malignancy of the so-called 
primary lesion, whether anaplastic or not, and, second, the 
involvement or non-involvement of the regional lymph 
nodes. In conclusion, Dr. de Monchaux supported the great 
virtue and value of close cooperation in the team and the 
establishment of an esprit de corps in the individuals. 
Teamwork in the management of cancer was done 
by surgeon, radiotherapist, pathologist, dermatologist, 
physician and perhaps others who combined knowledge 
with special ability in the management and treatment of 
cancerous subjects. 


Sir ALBERT COATES (Victoria) exressed his appreciation 
of the collaboration which had come to exist between radio- 
therapists and surgeons in the treatment of cancer; at a 
session of congress some twenty years earlier the 
atmosphere had not been nearly so good. He said that it 
was desirable to direct attention, however, to a matter 
associated with the teaching and training of medical 
students which had arisen because of the delimitation of 
types of treatment. By the removal of cancer presenting 
on the surfaces, such as the lip and tongue, into the care of 
the radiotherapists, students in the general surgical clinics 
were in real danger of missing much important clinical 
experience. The time had come for the radiotherapists to 
undertake their share of the training of undergraduates in 
the medical schools, with especial emphasis on clinical 
material available in their services but restricted else- 
where; they must be prepared to assume that function of 
the old-fashioned clinical teacher in surgery. 
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Sir Albert Coates then said that biopsy examinations 
should be carried out more frequently. It was not right 
that a physician or a surgeon should state confidently that 
a certain lump in the breast, for example, was not 
malignant. Under existing conditions the process at times 
was allowed to proceed when prompt early treatment 
founded on the definite result of examination of biopsy 
material would have led to cure. Recurrent vague pains in 
the abdomen accompanied by some nausea should more 
frequently be accepted as evidence in favour of laparotomy. 
It was better to have a look than to wait until, on opening 
the abdomen, it was found that extensive cancerous disease 
was present beyond the probability of effective surgical 
treatment. He was able to quote as an example the dire 
results of neglect of cancer of the caecum. It might be 
found that the subject had been repeatedly investigated by 
radiological methods and persistently treated for anemia, 
but the correct diagnosis was established only when the 
abdomen was opened. 


Sir Albert Coates next made a plea for the relief of 
intractable pain in cancer without using opiates and 
sedatives heavily. He referred to a patient with sarcoma 
in his care in a prisoner of war camp. Injection of 0-5 
millilitre of rice alcohol through the fourth lumbar inter- 
space into the theca had taken the intolerable pain away. 
He added that the introduction of the alcohol was made 
with the patient in the reverse Trendelenburg position. 
Local measures should be taken to reduce severe pain; it 
might be done by severance of nerves or injection of 
ganglia or other means. Patients should be kept out of 
pain as far as possible. The patients would then be able to 
pass their remaining days in comparative comfort; they 
could have a yarn to an old friend or read some book or 
other for which the previous opportunity was wanting 
though the desire was present. It was not unusual under 
existing circumstances for that kind of life to be rendered 
impossible because the patients were completed muddled 
with morphine or some such stupefier. 


J. C. Bettsario (New South Wales) said that many of 
those present might live to see the day when cancer was 
cured without the use either of irradiation or of surgery. 
It had been noted for some years that secondary deposits 
were rarely found in the spleen. As a sequel to that obser- 
vation three dermatologists in New York had made injec- 
tions into a number of cutaneous carcinomata and had 
cured a goodly proportion. Dr. Belisario had confirmed 
that that could be done. It was also shown that in early 
eancer of the skin the application of 50% solution of 
podophyllin after curettage produced cures comparable with 
those obtainable by surgery or irradiation. Another 
advance he could instance was the treatment of solar 
keratoses by carbon dioxide snow and acetone; the treat- 
ment was rapid, healing being obtained in a matter of a 
week or ten days without sequele such as telangiectasis 
and atrophy, as with irradiation, up to ten or twenty years 
later on. Dr. Belisario expressed agreement with Professor 
Windeyer that cooperation between the members of the 
branches of the profession concerned was essential to get 
the best results for the patients. In the care of cutaneous 
malignancies that cooperation should be between the 
surgeon, the radiotherapist and the dermatologist. The 


latter, by the very nature of his speciality, should be best © 


qualified to diagnose skin lesions and to judge between the 
forms of treatment applicable. When in doubt the derma- 
tologist would of course consult with the surgeon or the 
radiotherapist concerned. Fortunately there was already 
full collaboration of the kind in New South Wales. If 
cooperation did not exist, the following kind of thing could 
happen: a patient was sent by a general practitioner to a 
radiotherapist for treatment of a tumour on the arm, but, 
when consulted, Dr. Belisario had found that irradiation 
was being used for sporotrichosis, which had yielded 
promptly to the administration of iodides by mouth. 


W. W. Woopwarp (Tasmania) said that he would speak 
only on biopsy, one of the functions of surgery in 
malignancy stressed during the morning by Sir Stanford 
Cade. To attempt cancer work without biopsies was, as 
had been said, not to do cancer work at all. Nevertheless, 
questions surrounded biopsy of particular tumours. There 


were difficulties, for example, in relation to osteogenic 
sarcoma. If it was decided to irradiate the tumours to very 
high levels of dosage, then biopsy must first be carried out. 
The threat of growth enhancement, the result of altered 
metabolism due to injury, had been mentioned in his pape: 
by Professor King. To accord with that theory, the size of 
any surgical interference at the time of irradiation of a 
sarcomatous limb should be minimal, as when the biops} 
drill was used. A _ second difficulty followed and was 
histological. Brailsford had said that often the radiologica! 
appearance could be of more diagnostic use than the histo 
logical section, because it was difficult microscopically to 
distinguish between physiological osteogenesis and osteo 
genic neoplasia. Willis agreed that there was that fal- 
libility in the microscopic diagnosis of bone tumours. Thus 
even after the biopsy was performed the diagnosis could 
still be in doubt. 


In neurofibroma, interference had the reputation of 
inducing sarcomatous change. Nevertheless, when the 
tumour was on an important nerve such as the median, one 
was naturally reluctant to perform a wide excision unless 
the tumour was already malignant. To determine that last 
point one resorted to frozen section at the time of the 
operation. 


Moles and melanomata were not submitted to biopsy in 
the sense of partial excision but were, of course, widely 
excised. The question was: how widely? Spitz and Allen, 
at the Memorial Hospital in New York, and others had 
shown that there were macroscopically invisible junctional 
nevi as satellites to a great many moles and melanomata. 
Excision might transgress those, unless sufficiently wide. 
There was great merit in the recommendation by Raven, of 
London, that there should be a five-centimetre margin of 
skin and a wider margin of deep fascia when a clinicall) 
malignant melanoma was excised. But suppose a lesion 


was present which might not be malignant and was, say, 
on the face. Then how wide should the margin be? 


Turning to breast cancer, Dr. Woodward said that the 


dangers of biopsy could be reduced if the following routine 
was practised. The patient should be notified to attend for 
radical mastectomy plus skin graft. There should be a 
double setting of drapes and a double setting of instru- 
ments. The tumour was excised, examined and given to 
the pathologist for frozen section. The biopsy wound was 
then closed. If the tumour was malignant, all the drapes, 
instruments and gloves so far used were discarded. 
Mastectomy proceeded with the second setting of drapes 
and instruments. Discussion about internal mammary 
node biopsy was for the present omitted. Dr. Woodward 
said that that routine was in the spirit of the admonition 
of Lord Moynihan that one should place any instruments 
that had been near cancer on a red towel, and discard 
towels and contaminated instruments as soon as one moved 
from proximity with the cancer. It was necessary to 
practise a Listerism towards cancer cells as strict as that 
against bacteria. Breasts should not be submitted to biopsy 
by operators who had not arranged to go straight on to 
mastectomy. Nohrman (Acta Radiologica, Supplement 77) 
had shown that a delay of more than four days between 
biopsy and radical mastectomy lowered the survival rate. 


Finally if it was agreed that “no lady has a lump in hei 
breast” (for the reason that it should have been removed), 
then there was no need ever to allow students to palpat« 
breast lumps. All the student needed to know was thai 
a lump should be excised. It was dangerous to try by 
palpation to differentiate early and curable cancer fron 
benign lesions of the breast. Moreover, if a team 0’ 
students pummelled a cancer, they increased the risk 0! 
dissemination. Surgeons, for example, approached : 
Grawitz tumour from the front so as to ligate the rena’ 
vein before they handled the tumour. Similarly, thé 
pulmonary veins were ligated before handling a broncho 
genic cancer. How then could one justify the palpation 0: 
a breast lump in the wards by teacher and students? 


Sir Stanford Cade, in reply, said that they had bee! 
hearing about the treatment of cancer by injections, with 
podophyllin and by using carbon dioxide snow, and tha‘ 
patients with cancer were being sent to dermatologists. H+ 
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would prefer it if the rare disease—the gumma—was 
inissed by a radiotherapist rather than that the commoner 
-ondition—skin cancer—should be missed by a derma- 
iologist. It had to be remembered that no specialty had 
‘he monopoly of making mistakes or of not making 
inistakes. Practitioners should guard against’ the 
parochialism of adopting a possessive interest in their 
patients. The vested interest was often the interest of the 
coctor and not that of the patient. 


Sir Stanford Cade then said that the biopsy of osteogenic 
sarcoma, though it might occasionally fail to be entirely 
satisfactory, might establish such things as the occurrence 
ot metastasis and the type of the characteristic cell-spindle, 
large or small round cell. It should also be recognized that 
biopsy of bone, like other surgical procedures, required 
experience and skill; it was improper to delegate it to 
junior assistants or inexperienced house surgeons; the 
vesponsible person should carry out the procedure himself. 
It should not be forgotten that, if surgery was undertaken 
for cancer, the speed of metastasis was liable to be 
increased. The diagnosis should be established as rapidly 
and as completely as was possible. What he expected from 
his pathologist when he removed a specimen at operation 
was for the pathologist to say that he had or he had not 
obtained evidence of malignancy; if the pathologist could 
not give a definite opinion, he was prepared to await the 
report made after considered examination of the paraffin 
sections. 


Professor Windeyer, in reply, expressed interest in what 
had been said about education. He said that the American 
Cancer Society had been the chief protagonist of the 
vigorous campaign for the education of the public. It had 
been rather a campaign of fear, which was to be deprecated, 
but, since that time, the American Cancer Society had 
changed its policy in that respect. Among those who were 
in greatest need of education in cancer matters were some 
doctors and nurses; he had noticed that they tended to 
delay the diagnosis and the initiation of treatment in them- 
selves and thus sought treatment when the condition was 
au! an advanced stage. In his opinion the public campaigns 
sould not be conspicuously directed to considerations of 
caneer, but health education in a general way should have 
the effect of sending people for medical advice in the early 
-fages of any condition of ill health. It was a misconcep- 
‘ion to state that it did not matter how early or how late 

ie patients came for treatment of cancer. It was not 
compatible with the statement which had followed about 
the desirability of commencing treatment before affection 

i the lymph nodes. It was usually not a good reason to 
«void biopsy because of some calculated risk; the risk 
vould not be too great, and the biopsy examination had to 
he done. In conclusion, Professor Windeyer said that 
‘ntagonisms between the different types of therapists were 

rtunately of the past. Friction between them could not 
¢o their patients any good. Irrespective of specialty, the 
satients needed what he described as good doctors. 


Professor MacCallum, in reply, said that little in the 
«iscussion had been directed to him in particular. He 
‘ished to refer further to education in cancer of members 
“| the public and of the medical profession. Cancer was a 
‘ig problem of public. health, which was becoming 
ommoner in human affairs as the medical profession 
ucceeded more and more in the preservation of life. 
‘urthermore, there was need for members of the profession 
® know more about what was happening in the field of 
“aneer knowledge. General practitioners might not pursue 
the study in the belief that it was the province of 
-pecialists; that was a deplorably ignorant attitude. What 
nowledge they had and could pass on to their patients 
‘ould contribute profoundly towards the solution. Only 
‘hus was it probable that patients would come under treat- 
‘nent at a suitably early stage. Professor MacCallum then 
'ressed the value of biopsy investigations. He said that 
.¢ believed that all tumours removed surgically should in 
outine fashion be submitted for examination by patholo- 
“ists. Within minutes of removal, frozen sections of a 
specimen could be examined; indeed the lump might be 
‘ecognized as cancerous by the pathologist on the macro- 
scopic appearances as soon as it came into his hands, even 


when the surgeon could not be confident. A surgeon was 
usually believed to be highly competent at surgery, and a 
pathologist could be equally so in his. treatment of 
specimens, especially with the aid of frozen sections. 


Professor King, in reply, said that he had not intended to 
say what had been attributed to him by a previous speaker. 
He restated the position he had adopted by saying that it 
did not seem to matter how early one got some cases; they 
would prove to be worse than others that had come under 
treatment at a later stage. Given that the tumours were 
of one kind, the earlier they came under treatment, of 
course, the better it would be. He went on to speak of the 
misleading nature of the discovery of alien cells in blood 
vessels; it was not reliable evidence of the spread of cancer. 
Whenever a tumour of doubtful nature came up for diag- 
nosis and the diagnosis was in doubt, the demand should 
be for further investigation of biopsy specimens, the 
securing of which was then indispensable. 





CONTROL OF INFECTIOUS DISEASES. 


A PLENARY SESSION was held on the subject of “Control 
of Infectious Diseases’. The chairman was R. J. JACKSON 
(New South Wales). 

j 

Control of Infectious Disease with Special Reference 

to the Hospital’s Role. 


H. McLorinan (Victoria) spoke on the control of infec- 
tious diseases with special reference to the role of the 
hospital. He commenced by quoting an editorial in the 
British Medical Journal which commented in the following 
words on an interim report of an inquiry initiated by the 
late Sir James Spence, the object of which was to keep 
under review the health and sickness experience of 1000 
families in Newcastle, England: ‘“‘The predominant impres- 
sion left upon the reader is the immense and continuing 
significance of infectious disease.’ Dr. McLorinan said 
that one extraordinary and perhaps unexpected result of 
the success of antibiotic treatment of acute infective con- 
ditions had been that more and more of the responsibility 
of diagnosis and management had been placed in the hands 
of general practitioners. It was questionable whether it 
was fair to ask young graduates after a year as resident 
medical officers of a general hospital to accept that respon- 
sibility. While he agreed that in many cases the general 
practitioner had encouraged the practice of home treatment, 
and for the most part carried it out successfully, Dr. 
McLorinan wondered whether that was always in the best 
interest of the patient and the community and for the 
control of communicable diseases. 

The management of such conditions as infectious hepa- 
titis and even streptococcal infections, to name only two, 
might be difficult without adequate laboratory assistance. 
Streptococcal infections were often treated lightly by prac- 
titioners. Yet there were at least two types of streptococci, 
and probably others, that were frequently the etiological 
cause of acute nephritis. Rheumatic fever still occurred 
when the streptococcal infection was not treated promptly 
and energetically with penicillin. Dr. McLorinan questioned 
the wisdom of treating streptococcal infections in a crowded 
household where intrafamily spread seemed to him to be 
inevitable. 

The general practitioner could not be expected to carry 
out all the details necessary in the management and inves- 
tigation of the many varieties of acute infections he was 
called upon to meet. He needed help (a) by more labora- 
tory assistance, (b) by increased hospital facilities for 
acute infective medical conditions, and (c) by a closer 
liaison with the health department. The specialized hospital 
for infectious diseases could perform an invaluable service 
by helping in all three needs. 

Apart from the specialized teaching of students and 
nurses, the advantages of infectious diseases hospitals 
were: (i) accurate diagnosis, (ii) specialized management 
of severe infections, (iii) centralization of patients for 
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epidemiological studies, (iv) assessment of results of 
preventive inoculations, (v) scientific evaluation of results 
of specific treatment, (vi) publication of papers and presen- 
tation of results at clinical meetings, (vii) isolation of 
infected persons as a means of diminishing intrafamily 
spread. As an eighth point they should be the headquarters 
of clinical and laboratory research. 


To summarize, Dr. McLorinan said that he had tried to 
make it clear that the specialized fever hospital played 
an even more important role than formerly in the treat- 
ment and control of acute medical infections in the 
community. 


Control of Infectious Diseases. 


D. W. JoHNSON (Queensland), in a paper on the control 
of infectious diseases, said that an infectious disease was 
a disease whose signs and symptoms were caused by the 
invasion of tissues by a parasitic agent. A communicable 
disease was an infectious disease which could be communi- 
cated to other persons. Certain diseases were required to 
be notified to the Health Department; those were notifiable 
diseases. Among the Australian States there was no 
uniformity on what diseases should, be notifiable. The 
number of notifiable diseases varied from 24 in New South 
Wales to 40 in South Australia. Commenting on certain 
individual diseases, Dr. Johnson said that smallpox had 
visited Australia at intervals from 1789 to 1909. Since 
then no case of smallpox had been notified. The National 
Health and Medical Research Council considered that 
universal vaccination against smallpox was not justified. 
Dr. Johnson’s own view was that he would like to see 
babies vaccinated against smallpox in the first twelve 
months of life, because the Australian population was 
unprotected and he considered that smallpox could be intro- 
duced despite quarantine restrictions. 


Diphtheria had reached a very low level of incidence 
throughout Australia. That happy position was due not 
so much to active immunization as to a natural decline 
in the disease. The adult population was becoming suscep- 
tible to diphtheria, and virulent diphtheria might recur. 
However, diphtheria toxoid, properly used, should control it. 


Vaccination against whooping cough was of great value. 


Tetanus was entirely preventible, and in Queensland 
more people died from tetanus than from diphtheria and 
whooping cough combined. Every child should be immu- 
nized against tetanus, and reinforcing (“booster”) doses 
of tetanus toxoid should be given at appropriate intervals. 
The risks of using anti-tetanic serum were obviated by 
active immunization. 


Typhoid fever had almost disappeared, though the ‘Aus- 
tralian population was susceptible to the disease. Intestinal 
infections due to Salmonella and Shigella organisms were 
probably increasing. They would be controlled by more 
hygienic handling of food and by washing the hands after 
defecation. 


Scarlet fever, which had caused 2240 deaths in Victoria 
in 1876, was the cause of only three deaths in 1952 in 
the whole of Australia. Scarlet fever was in a cycle of 
low virulence, but a virulent phase would recur. Modern 
therapeutic drugs would probably control the virulen 
phase should it recur. 


Deaths from tuberculosis had shown a dramatic decline 
since 1900. The decline was probably due to genetic and 
nutritional factors rather than to better diagnosis and 
treatment. Tuberculosis would become a rare disease in 
Australia. 

Poliomyelitis spread rapidly in families, but many chil- 
dren appeared to have no contact with the virus until they 
attended school. There was a constant shift in the incidence 
of poliomyelitis to the older age groups above school age. 
Quarantine of household contacts was a reasonable pro- 
cedure. When supplies of Salk vaccine were available, 
every child should receive it, but probably the Salk vaccine 
would be replaced by vaccines containing living attenuated 
strains of virus. 


In conclusion, Dr. Johnson said that when one looked 
back at past achievements in control of infectious diseases, 
there was justification for satisfaction; but much remained 
to be done in the future. In particular, respiratory infec- 
tions and some virus diseases were still uncontrolled. 
Possibly subclinical infections with other organisms could 
cause ill health, 


The Control of Diseases of Animals Transmissible to Man. 


J. A. R. Mites (New Zealand) discussed the control of 
some of the main viral and rickettsial diseases of animals 
transmissible to man which occurred in Australia. He 
divided them into two groups: (a) those which were 
normally spread by an arthropod vector, including endemic 
or murine typhus, tsutsugamushi or scrub typhus, tick 
typhus and Murray Valley encephalitis; (b) those which 
were spread either direct from the animal host or through 
fomites, including “Q’” fever and psittacosis. He said 
that in the case of those normally spread from wild animals 
by arthropod vectors, the essential control was either by 
avoiding contact with or by eliminating or reducing in 
numbers the vector. That might be achieved by judicious 
clearing of highly endemic areas of scrub and by the 
generous use of insecticides. It was suggested that, par- 
ticularly in tropical areas, a biological survey of an area 
about to be opened up for the exploitation of minerals or 
for close settlement could give prior knowledge of the 
local risks which would enable the advisable precautionary 
measures to be taken. Professor Miles said that in the 
ease of diseases against which an effective vaccine was 
available, the immunization of individuals specially at 
risk might well be worth while. 

In a concluding comment on psittacosis Professor Miles 
said that it was at present a very minor problem in Aus- 
tralia, despite the very high rate of infection among birds, 
but there was a risk of exaltation of the virulence of the 
virus during rapid passage among birds subjected to 
physiological stress. Regular veterinary inspection of pet 
shops and of consignments of birds being moved interstate 
or overseas might considerably reduce the risk of a 
serious outbreak. 


Control of Infectious Disease in a Rural Community. 


CLIFFORD JUNGFER (South Australia) spoke on the control 
of infectious disease in a rural community. He said that 
the country doctor, in close contact with infectious diseases 
and responsible for initiating measures for their control, 
could follow their ever-changing pattern and appreciate 


the human factor involved. He raised the question of 
why such diseases as typhoid fever did not occur nowadays 
in spite of favourable conditions in rural communities, 
and stressed the importance of communal education and 
improved sanitation. 


Dr. Jungfer then went on to discuss the distinction 
between the prevention, control and limitation of the 
infectious diseases of childhood. He referred to the prob- 
lem of community cooperation in the light of the experi- 
ence gained in a health survey of children in the Adelaide 
Hills, in mass diphtheria immunization campaigns, and in 
schemes relying on individual initiative. The importance 
of community and individual responsibility was stressed. 
The clinical syndrome called scarlet fever was discussed 
and the danger was presented of over-reliance on drugs in 
preference to asepsis. 

In conclusion, Dr. Jungfer specified, in the following 
terms, the assistance which must be given to country 
practitioners by health authorities in order that infectious 
diseases might be controlled more effectively in the future: 
(i) provision of bacteriological services which were more 
readily available and independent of financial considera- 
tions; (ii) a more rapid and effective method for the 
exchange of information concerning the clinical features 
of infectious diseases occurring in various parts of the 
country; (iii) the need for recognition of the fact that the 
general practitioner lived and worked at the level at which 
action occurred. 
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Discussion. 


Rosert Soutupsy (Victoria) said that he was pleased to 
near Dr. McLorinan emphasize the importance of the 
‘eneral practitioner in the management, control and isola- 
‘ion of patients suffering from streptococcal infections, 
because it was the family doctor who first saw those 
‘infections and knew the conditions under which they were 
occurring. In Victoria the general practitioner had always 
been able to call upon and receive generous help from the 
‘nfeectious Diseases Hospital at Fairfield, thanks to Dr. 
‘McLorinan. With reference to poliomyelitis, Dr. Southby 
trongly supported the advocacy of the Salk vaccine as the 
sreatest possibility of preventing paralytic sequele in 
poliomyelitis. He had had the privilege of hearing Dr. 
Salk speak at a meeting in the United States a few weeks 
previously, and he strongly advised the use of that form 
of vaccination as soon as it became available. Dr. Southby 
asked Dr. McLorinan whether he would consider the oral 
administration of penicillin effective as a prophylactic 
against recurrent streptococcal infections, since a long- 
range programme of injections in children had its dis- 
advantages. He was also concerned about the incidence 
of penicillin-resistant staphylococcal infections, especially 
in hospitals and institutions, and pointed out that clinicians 
were beginning to hesitate about sending patients to hos- 
pitals nowadays on’ that account. Dr. Southby also sup- 
ported the early vaccination of babies against pertussis, 
diphtheria and tetanus with triple vaccine, as weil as pro- 
tective vaccination against smallpox. He said that those 
prophylactic measures should be commenced at the age of 
two or three months, with reinforcing doses at kinder- 
varten and school age, as advocated by Dr. Derrick. Dr. 
Southby considered that it was the responsibility of the 
medical profession to issue warnings about the risk of 
anus-to-mouth infections, and. emphasized the importance 
of the old teaching about the risks from food, fingers, flies 
and feces. Dr. Southby asked Dr. Jungfer whether any of 
the patients in the localized sharp outbreak of diphtheria 
liad been previously immunized. If those cases were all 
occurring in non-immunized children, Dr. Southby con- 
sidered that that fact alone, if well publicized, would be 
one of the most successful means of convincing the 25% of 
“casual parents” of the necessity for having their children 
protected. 


Dr. McLorinan, in reply, said that immunization of 
adolescents against rubella was not yet possible on a large 
scale. Artificial transmission of the virus had been carried 
out for volunteers, and about one-half of the volunteers 
had contracted rubella. Though Gray Anderson had estab- 
lished a method for growing the virus, Dr. McLorinan 
was of the opinion that it would yet be a long while 
before a vaccine for general use would be available. At 
‘he present time immunization was not practicable and 
ould not be recommended for routine use. In reply to 
ir. Southby’s question, Dr. McLorinan said he thought that 
enicillin given orally in correct fashion should be effective 
is a prophylactic. 





REHABILITATION. 


A PLENARY SESSION was held on the subject of “Rehabili- 
ation”. The chairman was A. TALBor Rocers (United 
<ingdom). 


Rehabilitation of the Disabled. 


G. G. Burniston (New South Wales) read a paper on 
ehabilitation of the disabled, with particular reference to 
's present progress in Australia. He said that rehabilita- 
‘ion of the physically handicapped was a medico-social 
»roblem that demanded the intelligent cooperation of all 
-ections of the community, particularly medical prac- 
‘itioners and their ancillary medical workers. No complete 
‘gures on the full extent of the problem were available 
‘n Australia, but from the American figures some idea 
“ould be obtained. At the end of 1953, in America, there 
were 260,000 blind persons, 2,000,000 diabetics and 500,000 


tuberculosis patients; more than 200,000 amputees required 
artificial limbs; from 50,000 to 100,000 persons were suf- 
fering from multiple sclerosis; more than 1,500,000 people 
had seriously impaired hearing, another 750,000 had 
epilepsy, and about 10,500 new cases of cerebral palsy 
appeared each year. In addition, there were hundreds of 
thousands of victims of poliomyelitis, and it had been 
further estimated that on any one day 2,000,000 persons 
could be provided with vocational rehabilitation alone. 
Dr. Burniston went on to discuss the history and develop- 
ment of rehabilitation services overseas, particularly in 
Great Britain, where the part played by Sir Reginald 
Watson-Jones was stressed. He showed how man-power 


shortages and civilian casualties during the second World 
development of 


War had been factors promoting the 
rehabilitation in Great Britain. 


Dr. Burniston then described the history and develop- 
ment of rehabilitation services in Australia, and paid a 
tribute to the work done by voluntary bodies. Referring 
to the Commonwealth Rehabilitation Service, Dr. Burniston 
showed how after some years’ preliminary activity it had 
come into being in 1948 under the title of the “Com- 
munity Rehabilitation Scheme”, to deal with disabled 
ex-service personnel. He said that the facilities of the 
Commonwealth Rehabilitation Service had always been 
available to invalid pensioners and claimants for pensions, 
to sickness and unemployment beneficiaries and claimants 
for benefit who otherwise would be likely to become 
unemployable, and to persons in receipt of a tuberculosis 
allowance. Dr. Burniston set out the conditions of eligi- 
bility and showed how the service existed essentially for 
persons who could be reestablished in normal industry or 
commerce, and was therefore, and for other reasons, not 
a complete service. The service had established rehabilita- 
tion centres in all States except Tasmania, with total 
accommodation for approximately 500 men and women; a 
carefully planned programme of physical and _ sociai 
rehabilitation was provided. While physical treatment 
was being given to restore function, an attempt was made 
to improve a disabled person’s confidence and skill, to 
restore morale and to improve work motivation. Vocational 
guidance was of value in deciding what work a physically 
handicapped person could do; but much reliance was also 
placed on observed reactions in all the patient’s activities 
during his stay at the centre. The patients were taught 
to meet the demands of daily living and to become more 
independent. The hospital atmosphere was diminished as 
far as possible, and the development of the “therapeutic 
community of staff and patients” was encouraged. THarly 
in the patient’s stay at the centre a vocational goal was 
decided upon with him, and if necessary he could com- 
mence a course of study. Special facilities existed for 
further training after he left the centre, in some circum- 
stances “on the job’. Dr. Burniston pointed out that 
during the seven years’ operation of the service slightly 
more than 7000 physically handicapped men and women 
had been successfully placed in employment, with great 
benefit to the national economy. Dr. Burniston deplored 
the lack of hospital rehabilitation services to supplement 
the Commonwealth Rehabilitation Service. He pointed 
out that rehabilitation had to commence from the time 
when the injury was received or the illness began, and to 
continue until the patient either was able to resume 
employment and be fully independent, or had achieved 
optimal recovery and maximal independence. In Great 
Britain and America complete. recognition was given to 
rehabilitation and it had proved a sound economic and 
social measure. Dr. Burniston went on to describe medical 
developments in rehabilitation, paying particular attention 
to the specialty of physical medicine. He stressed the 
importance of full-time medical direction and also of the 
“team approach” to the problem of rehabilitation. He 
referred to the contribution of industry in America and 
Great Britain, and to special measures by voluntary and 
statutory organizations for the employment of disabled 
persons in normal industry and sheltered workshops. He 
finally compared the picture of total rehabilitation in 
Great Britain and America with the present Australian 
provisions, and suggested special facilities that were still 
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required in Australia. Finally, Dr. Burniston stressed the 
need for a greater community effort, but emphasized the 
over-all responsibility of the medical profession in ensuring 
that every disabled person found his place in the 
community. 


The Place of a Rehabilitation Unit in a General Hospital. 


SELWyNn NELson (New South Wales) spoke on the place 
of a rehabilitation unit in a general hospital. He said 
that rehabilitation aimed at the restoration of the physi- 
cally handicapped to the fullest physical, mental, vocational 
and economic usefulness of which they were capable, but 
could not be fully exploited in a community ignorant of 
its aims and potentialities. There were four essentials for 
optimum results. The first was the appraisal of the 
requirements of the patient and the initiation of appro- 
priate treatment at the earliest possible stage. In 
many cases the rehabilitation began concurrently with 
medical and surgical treatment. Delay might allow the 
development of a pension complex, which might be a 
permanent barrier to success. Secondly, the patient must 
cooperate fully. Thirdly, the general public must be 
informed of the value of the absorption of the physically 
handicapped into the working population of the com- 
munity. Lastly, there must be efficient. centres available 
where the highly complex techniques of rehabilitation 
might be effectively carried out. 


The role of a rehabilitation unit in a general hospital 
had been investigated by a survey of the hospital popula- 
tion of the Royal Prince Alfred Hospital on one particular 
day. Five hundred and sixty-four patients were assessed, 
of whom 179 were selected for special study. Of those 179 
patients, 116 were considered to have problems likely to 
be assisted by rehabilitation procedures, and 76 of the 116 
would require immediate assistance. Of those 76, in turn, 
68 would need a prolongation of the treatment beyond 
their stay in hospital. The remaining 40 would need such 
treatment at a later date after further medical or surgical 
treatment. 


In conclusion, Dr. Nelson said that the hospital rehabili- 
tation unit would be of value to a large number of patients 
who required rehabilitation as out-patients, but who were 
not eligible for the Commonwealth Rehabilitation Scheme, 
as well as the patients in hospital. The organization of 
such a unit within the hospital would follow the pattern 
of overseas clinics and would necessitate the employment 
of additional staff by the hospital as well as the provision 
of special equipment. ; 


The Functions and Importance of a Rehabilitation Centre. 


D. O. Lonemurr (Victoria) discussed the functions of a 
rehabilitation centre and its importance in the total scheme 
of rehabilitation. After outlining the advantages of a full- 
time medically supervised remedial and assessment pro- 
gramme in recovery from long-term illness, he went on to 
say that recovery of function and reestablishment to work 
should receive the same full-time attention as primary 
treatment. Patients should be treated as individuals, not 
as disease entities. The home-out-patient régime was 
criticized as inadequate to cover the full needs of lengthy 
cases, particularly in country districts. 


Dr. Longmuir said that many patients entering rehabili- 
tation centres showed unnecessary self-imposed restrictions 
and lack of confidence which only a full-time convalescent 
programme could eradicate. A most important asset of 
the rehabilitation centre was the socializing value of com- 
munity living during recovery, and the progress made by 
patients working together. When home and social circum- 
stances were adverse, removal from that environment 
during functional recovery was essential. Only at a 
rehabilitation centre could remedial treatment, assessment 
of residual abilities and planning for return to work pro- 
ceed together as an integrated plan. 


After giving a general definition of the rehabilitation 
centre as an entity, Dr. Longmuir outlined the component 
units of the “casework team” at a centre. The importance 
of full-time medical leadership of the team was emphasized 


together with the centre’s relations with referring doctors. 
The basic elements of the team were nursing service, 
physical therapy with physiotherapists and remedial 
instructors, occupational therapy with occupational thera- 
pists and workshop instructors, educational vocational 
services, psychologist, social worker and placement officer. 
Throughout the description of the units stress was placed 
on teamwork between members of the staff and the value 
of group activities by patients. Individual hospital type 
treatments were there, but were played down in favour of 
group exercise, group games, group recreations and group 
workshop activities. 


Dr. Longmuir described briefly the patient’s daily pro- 
gramme at the centre, and some of the principles of the 
programme organized as a full working day under regular 
medical supervision. He also listed some disabilities which 
responded to the rehabilitation centre régime. 


He concluded with a short specimen survey of rehabilita- 
tion centre casework results for a Commonwealth Govern- 
ment group of centres in Victoria. In this survey figures 
of invalid pensioners and working people disabled for 
periods of sixteen weeks to two years showed a return to 
work with or without special training in 80% of cases. It 
was postulated that the majority of the placements 
remained stable. 


Discussion. 


Naomi Wine (New South Wales) said that when that 
plenary session in rehabilitation was first suggested they 
had hoped for two results: (i) to advertise the subject 
to the medical profession, (ii) to pass on the principle to 
the lay public in general, and especially to those generous 
people who might help to begin a rehabilitation foundation. 
Dr. Wing said that as convenor of a committee from the 
Royal South Sydney Hospital elected to establish a rehabili- 
tation centre there, it had been her duty to explore the 
existing facilities available in the city, other than those of 
the Commonwealth Rehabilitation Centre. They were as 
follows: (i) the Railway Occupational Therapy Centre, 
which was very well run but lacked the facilities of 
physical medicine and the other facilities of a full centre; 
(ii) the Spastic Centre at Mosman for children alone; 
(iii) the Poliomyelitis Centre; (iv) the beautiful occupa- 
tional therapy unit at Saint Vincent’s Hospital, which was 
second to none in accommodation and equipment, but 
lacked the team and evaluation facilities and was a closed 
hospital. Dr. Wing said that the facilities available served 
only a fraction of the population, and there existed a 
great need for properly constituted centres associated with 
large city hospitals. During an extensive tour of rehabili- 
tation centres overseas she had been impressed with the 
fact that in Australia they were lagging far behind in 
their outlook and facilities. It seemed to be generally 
accepted in Australia that one needed millions of pounds 
and elaborate buildings to carry out the techniques which 
had been described by the speakers. That was not so. 
Many of the best centres overseas had very humble 
beginnings and commenced with the facilities available at 
the time. It would be quite possible to set up in Sydney 
pilot rehabilitation centres at the teaching hospitals and 
those situated in the industrial areas. They could then 
show results and so prove their usefulness to the general 
public. When they could do that they would gain the 
public’s financial support. Dr. Wing said that those centres 
would then serve the vastly neglected group of people such 
as the following: (i) traumatic and compensation patients, 
(ii) disabled housewives, (iii) patients suffering from 
chronic diseases such as arthritis, (iv) old-age pensioners, 
(v) private and intermediate patients. Up to the present 
the members of those groups had not been included in 
the Commonwealth services in New South Wales. There 
was an urgent need for a service for them. Such centres 
could be made self-supporting by the payment for com- 
pensation patients and for private and intermediate 
patients. 

L. T. WebLick (Victoria) said that one problem was to 
induce the employer to arrange a suitable job. That was 
a problem which required for its solution no elaborate 
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centre, but which actually led to a great wastage of man- 
power and to delay in recovery. The patient with a 
fractured scaphoid could work in a plaster cast; the man 
with an injured back could resume a light job. Yet in 
practice, time and again, the medical attendant was told 
“his own job or nothing’. Dr. Wedlick said that the 
problem called for reeducation of the employer and 
industrial medical officer. 


Dr. Burniston, in reply, informed those present that the 
Commonwealth Rehabilitation Service was now available 
on a payment basis. 


Dr. Nelson, in reply, supported views expressed by Dr. 
W. E. George. He said that it would help if workers’ 
compensation patients received payment contingent on 
attendance at rehabilitation centres. 





INDUSTRIAL AND OCCUPATIONAL HAZARDS 
TO HEALTH. 





A PLENARY SESSION was held on the subject of “Industrial 
and Occupational Hazards to Health’. The chairman was 
H. M. L. Murray (Tasmania). 


Some Current Problems in Occupational Health. 


Gorpon C. SmitH (New South Wales) read a paper 
entitled “Some Current Problems in Occupational Health’. 
He said that in recent years the scope of occupational 
health had expanded. It was recognized that disturbances 
to health might be associated, not only with employment in 
factories, mines, and other forms of manufacturing or 
industrial activity, but also with other occupations as well. 
The association between health and conditions and relation- 
ships at work and at home was important, for a number of 
the factors which adversely affected the health of workers 
had a social or economic background. Although most 
iliness and absenteeism in industry were due to non- 
occupational causes, the industrial physician had to be 
concerned with diseases that were due to occupation, 
despite some criticism that undue emphasis was given to 
them at the expense of other problems. It was difficult to 
evaluate the early or minor effects of many harmful sub- 
stances, of which the constantly expanding chemical 
industry could provide examples. More and more people 
were being exposed to chemicals, and disorders resulting 
from contact with toxic materials might be ascribed to 
other causes if knowledge of such contact was not revealed. 
The development of the oil-refining industry in Australia 
meant that the health supervision of a new occupational 
sroup was now required. 


Dr. Smith went on to say that radioactivity was a 
subject with great popular appeal at the present time, and 
one result of current national atomic energy projects was 
the production of an extensive range of artificially radio- 
active elements in large quantities at relatively low cost. 
‘n industrial and commercial life, in medical and other 
rofessional spheres, and in various fields of scientific 
research, the number of processes which involved the use 
of radioactive materials and high-voltage and other types 
of X-ray equipment, and the number of people likely to be 
exposed to radiation were constantly increasing. Prac- 
‘itioners needed to keep themselves well informed about 
‘he risks to health, and the risks themselves must be kept 
n proper perspective. Fortunately they were well aware 
of the methods required to control hazards and protect 
versonnel, but constant vigilance was necessary. In the 
production of occupational cancers, chemical agents seemed 
‘9 play a major part, and it was therefore important that 
the search for carcinogens should continue, especially in 
the chemical industry. 


Dr. Smith then said that when medical services in 
industry were considered, problems arose in relation to 
preemployment and periodical examinations and medical 
care. The purpose of examinations should be to ensure 
iat an applicant or employee would be engaged in work 


for which he was physically and mentally suitable, and 
that in the ordinary course of events he would come to no 
harm while so employed, and would cause no harm to 
others. The correct placement and subsequent supervision 
of persons with some type of abnormality entailed impor- 
tant responsibilities for the medical officer, and were an 
industrial and national obligation that should not be 
avoided. 


With regard to medical care and treatment at the factory, 
Dr. Smith said that, while the duties of the industrial 
medical officer were mainly preventive, he had to provide 
immediate treatment of medical and surgical emergencies 
irrespective of the cause. It was also legitimate for him 
to provide continued treatment for occupational disorders 
of persons who were able to remain at work. In a well- 
organized industrial medical service it was considered 
proper for the factory physician to treat non-occupational 
conditions of workers who remained at their employment, 
preferably with the acquiescence of the patient’s family 
doctor. 


Among the public health risks which had an industrial 
origin was atmospheric pollution, and those who were 
concerned with occupational and industrial health hazards 
had responsibilities in regard to the control of that source 
of contamination. 


In conclusion, Dr. Smith said that doctors needed to have 
adequate knowledge, not only about specific occupational 
hazards and preventive measures, but also of the more 
general aspects of the relationship between work and 
health. In order that that knowledge might be obtainable, 
more widespread activity in education about occupational 
health was needed. 


Handling of Health Hazards in the Chemical Industry. 


Joun H. GowLanp (Victoria) read a paper on the subject 
of the handling of health hazards in the chemical industry. 
He said that the paper was a plea for recognition of the 
fact that health hazards in the handling of chemicals 
concerned not only the medical profession, but also all 
who controlled, directed or worked in chemical plants or 
with chemicals. The basic requirements were nine in 
number. (i) Pre-placement medical examination of workers. 
That was a measure of the capacity of a worker to perform 
particular work. (ii) Medical reexamination. The type 
and scope of examination and investigation and the interval 
between examinations were determined in regard to the 
particular hazard. (iii) The selection of ingredients of as 
little toxicity as possible compatible with the manufac- 
turing requirements. (iv) The use of the “closed” method 
of manufacture as far as possible. (v) Adequate general 
and local ventilation to achieve an atmospheric concen- 
tration below the prescribed maximum allowable limit for 
a working day. (vi) Regular testing of the working 
atmosphere to ensure that the allowable concentrations 
were not exceeded. (vii) Provisions for plant and personal 
cleanliness. (viii) The provision of breathing and rescue 
apparatus. (ix) Measures for immediate treatment after 
poisoning. 

Dr. Gowland then discussed matters which involved the 
personnel of chemical plants. With regard to management, 
he pointed out the need for the provision of proper working 
conditions, supervision and training of personnel at all 
levels. The chemists should select the least toxic materials, 
devise “closed” methods as far as possible, and examine 
samples of factory atmospheres to determine the concen- 
tration of toxic materials. The sphere of the engineers 
covered the proper design of equipment, and general and 
local ventilation. The personnel department was concerned 
with the creation and maintenance of proper employee 
attitudes, and with implementing training and induction 
programmes. The safety department should supervise 
general and specific safety measures. The medical officer 
should carry out pre-placement examinations, periodical 
reexaminations and first-aid training; he should prescribe 
the equipment and material for the immediate treatment 
of poisoning, and make recommendations to the manage- 
ment on the temporary or permanent transfer of workers. 
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Employees should conform to factory regulations, and 
report at once if they were not feeling well. They should 
have ready access to the medical department. 


In conclusion, Dr. Gowland said that it had been found 
that the handling of health hazards in the chemical 
industry was best achieved when all realized that a hazard 
existed, and recognized that each had a responsibility. In 
that “round table’ spirit of cooperation, the health of 
workers could be maintained. 


Education and Occupational Hazards. 


Dovucias Gorpon (Queensland) read a paper entitled 
“Education and Occupational Hazards”. He said that Aus- 
tralian industry desired, in moderate degree, to employ 
medical graduates, often on a part-time basis. That trend 
had come from industry itself and not from the medical 
profession. The former usually was hard put to find a 
doctor with any training at all in industrial medicine, and 
as often as not a local medical practitioner had “greatness 
thrust upon him” by a nearby factory manager. The result 
was usually a casualty service in which no effort was made 
to prevent accidents and occupational disease or to rehabili- 
tate the patient. That was not good for the patient, for 
industry, or for the reputation of the medical profession. 
Similarly, no systematized post-graduate training was 
obtainable in Australia for a graduate who wished to prac- 
tise industrial medicine as a specialty. 


Dr. Gordon suggested that each medical school in Aus- 
tralia should include about ten lectures in the under- 
graduate course; that had been done by the University of 
Queensland since the inception of the medical course. The 
lectures should not be scintillating models of erudition 
devoted only to occupational disease, but should stress 
the possible effect of working conditions on the ordinary 
everyday patient with common everyday diseases, the 
manner of running a medical service in industry, the 
benefits of teamwork with engineers and members of other 
professions, the good that could accrue from accident 
prevention, and the need for rehabilitation. Films should 
be used freely, and all students should spend at least 
one day seeing how their ordinary patients worked in 
the various types of factories and trades. The important 
thing to stress was that, though occupational diseases might 
be shrugged off as being relatively uncommon, accidents 
and common disorders occurred commonly among every 
doctor’s industrial patients, and the medical graduate could 
help to prevent the former and help the patient with the 
latter. - 

Dr. Gordon went on to say that post-graduate students 
were of two classes—a number who wished to be factory 
medical officers, part-time or full-time, and a few who 
wanted to qualify for official positions in public health 
services. State industrial hygiene divisions in the three 
eastern States could perhaps help the former by giving a 
part-time course of six months or a full-time course of 
three months. A good deal of the time should be spent 
actually in a factory medical department (medical services 
in the State railways might help). At the end of a period 
of satisfactory service and examination, a certificate rather 
than a diploma could be issued. For the candidate for an 
official position, the School of Public Health and Tropical 
Medicine, Sydney, could perhaps institute a “specialist” 
diploma in public health. In such a course, half the time 
could be devoted to “basic public health” and half the 
time to the specialty, whether it was school health, 
maternal and child welfare, epidemiology or occupational 
medicine. 


Health Maintenance in a Modern Oil Refinery. 


Leo J. Gurry (Victoria) discussed the subject of health 
maintenance in a modern oil refinery. He said that during 
1954 he had spent three months in North America studying 
industrial health on behalf of the Standard-Vacuum Refin- 
ing Company, Melbourne. The visit had taken the form 
of an organized course on the “Principles of Medicine 
Applied to Industry”. It included visits to clinics, hospitals 
and research centres, and attendance at various con- 
ferences. Dr. Gurry went on to say that as a firm grew 


big, individuality tended to be lost, and problems arose 
and fermented till all sorts of resentments expressed them- 
selves as strikes for more money. Giving more money did 
not solve anything. Non-economic matters caused many 
strikes. A medical department was a good buffer, creating 
goodwill and increasing employees’ sense of importance. 


In medical departments the trend was on early diagnosis 
and advice; that was termed “preventive and constructive 
medicine”. By a system of periodic health check-ups every 
one or two years a confidential record was built up. The 
employee learnt how he was standing up to the strains and 
stresses of life. “Keeping the fit fit” attempted to keep 
people away from the doctor. Reference was made to a 
Hobart experience in which 20% of “normal healthy Tas- 
manians” invited to attend a cancer detection clinic were 
found to be suffering from something requiring further 
medical attention. 


Examples were given of how leaders in industry com- 
bined with the medical profession by supplying money for 
research work into industrial health by giving addresses 
at medical conferences, and in one case advising com- 
petitors to make use of what a medical department could 
supply. 

The thirty-ninth annual meeting of industrial doctors 
at Chicago was used to show what went on. Doctors, 
industrial hygienists, dentists and nurses held their 
meetings concurrently, under the banner of industrial 
health. A total of 2200 doctors registered, as well as 700 
industrial hygienists from private firms and Government 
agencies. At times combined meetings were held. A union 
leader spoke, as well as industrial leaders. Dr. Gurry 
referred to an address given at the meeting by the Dean 
of the Harvard Medical School, in which he pointed out 
that the practice of early diagnosis by regular periodic 
examinations had now influenced medical teaching, that 
medical students required to know more about sociological 
medicine, and that it could best be learned by knowing 
what went on in a factory. 


Dr. Gurry said that social scientists had done and were 
doing much for harmony in industry by showing the 
management that they must pay more attention to attitude. 
Where attitude was wrong, facts did not matter. A doctor 
by his training and experience knew more about such 
human factors than anyone else. So he should be used to 
help produce harmony in industry. Production was high 
and interruptions were few where a feeling of loyalty to 
the firm could be generated. 


Dr. Gurry made a plea to Australian doctors to cooperate 
with management when asked to help. He said that in 
other parts of the world the most successful ana competi- 
tive firms employed doctors most. Councils governing 
medical education needed to recognize how industrializa- 
tion had altered the patient’s problems. Knowledge of a 
factory’s workings was essential to being a good doctor. 


Discussion. 


W. E. Cooper (Victoria) took friendly issue with Dr. G. C. 
Smith on his expressed opinion that the industrial medical 
officer should treat non-occupational illnesses and injuries. 
Dr. Cooper felt that if such a patient presented himself 
he should be fully examined and investigated to the limits 
of the medical officer’s abilities and equipments. If such 
a patient was not fit to continue work, then Dr. Cooper 
believed that he should be turned to corrective channels 
whether public or private. If the employee wished tc 
continue his daily work, then Dr. Cooper felt that treat 
ment could be permissible only until the remainder of tha! 
working day, at which time he should be given a letter 
to his own doctor advising the doctor of the findings 01) 
examination and of the results of investigation. If desired 
a final paragraph might be added to the letter, stating tha: 
if necessary the medical officer would be willing to assis‘ 
in any way with the management of-the patient at his 
daily work and would be grateful for advice. 

Dr. Cooper had a question to ask Dr. Gurry. He sai‘ 
that in Victoria they had experienced some difficult; 
in interesting practitioners, both young and old, in indus- 
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trial medical matters. That obviousuly called for a future 
educational programme for the undergraduate and the 
graduate. Dr. Cooper wondered whether Dr. Gurry had 
any constructive ideas on that current problem in the light 
of his overseas experience. 


Dr. Gurry, in reply, said that Melbourne was now heavily 
industrialized. It was the duty of the medical profession 
to assist industry. State departments were willing and 
anxious to help any industrial medical officer. In Pitts- 
burgh, final-year students did twenty-two sessions in 
industrial health. In New York they did only six. Young 
doctors should know what went on in factories. 





THE USE AND ABUSE OF HORMONES IN MEDICAL 
PRACTICE. 





A PLENARY SESSION was held on the subject of “The Use 
and Abuse of Hormones in General Practice”. The chair- 
man was W. W. S. JOHNSTON (Victoria). 


The Use and Abuse of Hormones in Medical Practice. 


H. P. Tarr (Victoria) said that the successful use of a 
therapeutic agent depended on a knowledge of its thera- 
peutic range and on the accurate diagnosis of the condition 
for which it was employed. Both those factors played 
important roles in the successful use of hormones in 
clinical practice; therapy would fail if an endocrine disease 
did not exist, or if the hormone prescribed had not the 
property of correcting the disorder being treated. 


Dr. Taft said that hormone therapy fell into three 
categories—substitution or replacement therapy, inhibition 
therapy and pharmacological therapy. In substitution or 
replacement therapy, the exogenously administered 
hormone took the place of the deficient secretion. The 
dosage needed was small. If small doses failed to relieve 
the condition, then it was unlikely that a deficiency state 
existed, unless end-organ insensitivity was responsible. In 
inhibition therapy, hormones might regulate the endocrine 
secretion of other glands. High levels of target organ 
hormones inhibited pituitary trophic hormone output. Thus 
therapeutically administered hormones might inhibit 
pituitary hormone production. Referring to pharmaco- 
logical therapy, Dr. Taft said that some conditions not 
attributed to endocrine disease were favourably influenced 
by very large doses of hormones. Cortisone treatment of 
the collagen diseases fell into that category. There the 
dangers of overdosage were likely to occur. The type of 
hormone used might be trophic gland (pituitary) or target 
Jand. Factors determining the selection of the type of 
Lormone and the method of administration included the 
chemical nature of the hormone and the clinical condition 
‘or which it was employed. 

Dr. Taft went on to say that thyroid hormone was used 
‘lost commonly as replacement therapy. The dosage 
required was small, ranging from one to three grains daily. 
“he dangers of too rapid a rise in the metabolic rate of 

ie patient with cardio-vascular disease and of the pre- 
ipitation of an Addisonian crisis in the patient suffering 
‘rom myxedema secondary to pituitary disease could be 
vercome if it was anticipated. The use of thyroid for the 
“ese non-myxeedematous patient was unphysiological, and 
ight be hazardous for older patients. Testosterone was of 
“reat value in the treatment of male hypogonadism. Most 
‘tilures would occur when it is used in the absence of 
'roper indications. These were most commonly depression 
‘ sexual function not due to endocrine deficiency and the 
“male climacteric’. The protein anabolic effect of 
‘estosterone aided the management of hypogonodal osteo- 
corosis and of senile and post-menopausal osteoporosis. 
‘sed in pharmacological doses in the treatment of breast 
cancer, it was of palliative value, and in that condition the 
side effects of the hormone were commonly seen. 


The Use and Abuse of Hormones in Pediatric Practice. 


LORIMER Dops discussed the use and abuse of hormones 
in pediatric practice. He pointed out that obesity during 
childhood was very rarely the resuit of an endocrine 
disorder, and that, as a rule, there was no justification for 
any form of hormone therapy in the management of this 
condition. 


As the average cretin was unduly sensitive to thyroid, 
treatment should begin with very small doses. A graphic 
record of the cretin’s height, weight, osseous age and, if 
possible, mental age, was of great practical help in assess- 
ing and maintaining an appropriate dose of thyroid. 


A delay in growth during childhood was rarely the result 
of an endocrine disorder and often a reflection of a family 
tendency towards shortness of stature or towards late 
sexual maturation. As a rule, it was wise to protect such 
children from hormone therapy, but under certain special 
circumstances it might be justifiable to use testosterone, 
in small amounts over a short period, in an attempt to 
produce a growth spurt in dwarfs of either sex or to over- 
come a boy’s gross degree of sexual immaturity. That form 
ot treatment carried various hazards, including the risk of 
inducing premature closure of the epiphyses. 

The temporary enlargement of one or both breasts which 
occasionally occurred during the pubescence of an other- 
wise normal boy should not prompt any form of endocrine 
therapy. 


Irregular menstruation was the rule rather than the 
exception for the first year or two after the menarche, and 
the adolescent girl who was “learning to menstruate” 
should be protected from empirical hormone therapy. 


The occasional excess of dark hair on the limbs and back 
of an infant or child remained unexplained, but was 
apparently not the result of an endocrine disorder. 


Seborrheea and acne were almost certainly androgenic in 
origin. Mstrogen therapy for a girl suffering from a very 
severe form of acne was occasionally justifiable, but it was 
probably wise to protect boys from that form of therapy 
because of the possible risk of disturbing testicular develop- 
ment. 


It was now possible to control various manifestations 
of the adrenogenital syndrome by means of cortisone. The 
unrelenting and progressive virilism which previousls 
mutilated the life and happiness of the girl suffering from 
adrenocortical hyperplasia could be satisfactorily con- 
trolled by this form of treatment. Cortisone therapy was 
also of value in controlling the precocious sexual develop- 
ment and activities of boys suffering from adrenocortical 
hyperplasia. — 


The Use and Abuse of Sex Hormones in Medical Practice. 

J. W. JOHNSTONE (Victoria) said that therapy with sex 
hormones became entirely empirical unless it was based 
on the physiology of the cycle and its accepted hormonic 
mediation. The greatest errors were the use of expensive 
and sometimes harmful preparations as’ psychological 
placebos and their application without accurate diagnosis, 
particularly in the presence of undiagnosed bleeding, 
functional disorders of the cycle and pre-malignant states. 


Pituitary gonadotropes were complicated chemical sub- 
stances, obtained often in an impure state from animal 
sources, were not very stable, must be given by injection 
and might produce allergic reactions and antihormones. 
The placental gonadotropes also formed the basis of the 
useful tests for pregnancy and some of its complications. 
Theoretically those hormones should be valuable in stimu- 
lating the ovary when puberty was delayed, in amenorrhea 
due to pituitary failure and in menorrhagia and sterility 
when anovulation was a factor, as well as in male 
infertility with deficient spermatogenesis. Their value in 
all those conditions was doubtful, and as they were used 
at present their stimulating effect on the human gonad 
was in no way comparable with the effect of ACTH on the 
adrenal; the usual doses given were probably of hom«o- 
pathic proportions. 
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By contrast, the three groups of secondary sex sterols 
were well understood chemically, and their use was to 
activate bodily processes by pure substitution therapy. Use 
of androgens was not entirely unphysiological, as the 
female secreted nearly as much as the male. In small doses 
they could be used in the management of simple types of 
menorrhagia with regular cycles, of mastalgia and 
so-called chronic mastitis, and of the pre-menstrual tension 
syndrome. They could be _ usefully combined with 
cestrogens at the menopause, allowing a reduction in dosage 
and neutralizing some of the adverse somatic effects. Such 
an cstrogen-androgen complex had some use in the realm 
of geriatrics. Larger doses necessary in the treatment of 
frigidity and endometriosis approached the level of irrever- 
sible virilism. 


Progesterone had some actions in common _ with 
androgens and was also expensive. It was widely and 
rationally used in large doses to strengthen nidation in 
habitual and threatened abortion. In the management of 
those conditions it had replaced the cestrogen fashion, 
although its use was likewise by no means established. 
Progesterone could be combined with estrogens to produce 
medical curettage, and to regulate the cycle in menorrhagia 
and amenorrhea by inducing periodic withdrawal bleedings, 


The estrogens were used in the following ways: to 
maturate somatic features in hypogonadism; to train the 
uterus, pituitary and nervous system into rhythm with 
block courses in functional disturbances of the cycle; to 
improve the quality of cervical mucus in sterility; to 
nourish the atrophic involuting genital epithelium. As 
they were cheap, orally effective and potent, there was the 
danger of their indiscriminate use by doctor and patient. 
They could over-suppress the pituitary, increase the size 
of fibromyomata, activate endometriosis, produce toxic 
nausea and indisposition, excite the endometrium to hyper- 
plasia and bleeding, and upset the breasts. Their propensity 
to activate malignant changes in the female genital 
epithelium should be remembered. They were responsible 
for the feminine psychological outlook, but had no effect on 
sexual libido. Their widest use was in small doses and for 
limited periods to balance the hormonic budget at the 
menopause. 


The Use and Abuse of Hormones in Dermatology. 


ADRIAN JOHNSON (New South Wales) discussed the use 
and abuse of hormones in dermatology. He said that the 
shrunken skin of the senile pantaloon was often subject to 
pruritus which responded to testosterone. The good round 
justice, but more commonly his wife, might show sores 
produced by the stress of the climacteric. They responded 
to estrogens, but Haxthausen’s keratoderma of the palms 
and soles, the hormonal basis of which was little known, 
was cleared by androgens. The lover sighing like a furnace 
had “flowers and papules round his face signifying vigour”. 
Indeed from a hormonal viewpoint the Hollywood he-man 
would be more in character with pimples on his chin and 
hair receding at the temples, for baldness was, of course, 
a sign of virility. More important than their absolute 
levels in acne was a high androgen-estrogen ratio. Though 
androgens laid the fire of acne, other factors lit it. It was 
by treatment of those other factors that the vast majority 
of cases were adequately controlled. The indiscriminate 
use of hormones was to be condemned. Hypertrichosis 
may be a great worry to females of that and other ages, 


but it was an end-organ hypersensitivity to normal amounts 
of androgens rather than a hormonal abnormality; the use 
of hormones was of no value. 


Dr. Johnson went on to say that in no field of medicine 
were steroid hormones of such value as in dermatology. 
Any discussion of their use must begin by firmly under- 
lining the contraindications. A careful watch must be kept 
for the presence or development of infection, cardio- 
vascular and renal disease, tuberculosis osteoporosis, peptic 
ulcer, diabetes, psychosis, and so on. The advent of meta- 
cortone would, it seemed, reduce the risks. These hormones 
did not cure; they but diverted the course of the river of 
disease to an underground channel. It was essential to 
treat a disease with all the means available to dermato- 
logicai hands, not merely to use the hormones to suppress 
its signs. Secondly, it was essential to be quite sure of the 
diagnosis, and it was right to say that a second opinion 
should be sought before employing what could easily 
produce a Frankenstein monster. They were used (i) when 
the outcome was otherwise fatal (pemphigus, acute lupus 
erythematosus, exfoliative dermatitis, scleroderma and so 
on), (ii) to suppress a severe self-limited disease whilst 
natural cure eventuated (severe drug eruptions and 
Stevens-Johnson syndrome were examples), (iii) to 
suppress the autosensitization which might suddenly com- 
plicate chronic local conditions, such as hypostatic derma- 
titis, and lead to chronic invalidism, (iv) in certain chronic 
skin diseases which, though they did not destroy life, 
might ruin it, judicious use of steroids by expert hands 
might convert the patient to a happy useful member of 
society. 

Dr. Johnson then referred to the eczema of the mewling 
infant. He said that in a very few cases the temporary use 
of steroids in controlling crises might be justified. Their 
indiscriminate use was dangerous, and death even months 
later had been reported, when children had unexpectedly 
succumbed to the stress of infection or surgical emergency. 


With all these dangers it was natural that local use of 
steroids should be tried. ACTH, naturally, and cortisone, 
disappointingly, had no effect. Hydrocortisone and fluoro- 
hydrocortisone both on their own and in combination with 
conventional local treatment represented the most signifi- 
cant advance in topical therapy to date. They had no 
systemic effects, and whilst not a “cure all” they had quite 
changed the outlook in the management of many skin 
diseases. Dr. Johnson said that he could not finish without 
quoting the words of Bernard Appel, a by-no-means con- 
servative dermatologist of Boston, who at an enthusiastic 
discussion in Chicago on the steroids had exclaimed: 
“Boys! Boys! This stuff ain’t candy!” 


Discussion. : 

T. M. Greenaway (New South Wales) expressed the 
firm opinion that anoreria nervosa was a_ psychiatric 
problem and was not a suitable subject for hormone 
therapy. 

H. T. ILLINGwWorRTH (Western Australia) asked for an 
expression of opinion on the value of estrogens in the 
management of the menopause. 

Dr. J. W. Johnstone, in reply, said that estrogens in 
small dosage were unquestionably useful in the manage- 
ment of the menopause. 
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Combined Meetings of Sections. 


SECTION OF ANASSTHESIA AND SECTION OF 
MEDICINE AND EXPERIMENTAL 
MEDICINE. 





Respiratory Complications of Poliomyelitis 
and Tetanus. 


A COMBINED MEETING of the Section of Anesthesia and 
the section of Medicine and Experimental Medicine was 
held to discuss the management of the respiratory com- 
plications of poliomyelitis and tetanus. 


J. G. RicHarps (New South Wales) said that the res- 
piratory complications of poliomyelitis and tetanus were 
the common cause of death in both diseases. In the case 
of poliomyelitis, respiratory complications were brought 
about in the following fashion: (i) Bulbar poliomyelitis 
caused pharyngeal and laryngeal palsy and accumulation 
of secretion; this gave rise to (a) respiratory obstruction 
in the pharynx, (b) inhalation pneumonia and atelectasis 
and (c) laryngeal obstruction by abductor muscle palsy. 
Bulbar poliomyelitis might also cause respiratory centre 
abnormalities and failure. (ii) ) Spinal poliomyelitis might 
cause respiratory paralysis. The management of these 
patients depended on the type of poliomyelitis; (a) bulbar 
poliomyelitis was treated by postural drainage alone, with- 
out tracheotomy; (0) spinal poliomyelitis with respiratory 
paralysis was treated without tracheotomy by a negative 
pressure type of respirator; (c) combined respiratory 
failure and. bulbar’ poliomyelitis were treated by 
tracheotomy with positive pressure artificial respiration. 
In the last-mentioned type, particularly close medical, 
anesthetic and radiological cooperation was essential. Tank 
type respirators were not really satisfactory for the 
management of patients who had undergone tracheotomy. 


Next, discussing tetanus, Dr. Richards said that it caused 
respiratory complications in the following ways: (i) by 
obstruction from secretions in the pharynx where spasm 
was present, (ii) by stagnation of bronchial secretion caus- 
ing collapse and pneumonia; (iii) by exhaustion brought 
about by anoxia due to severe spasms. They occurred in 
the severe type of cases which made up a very large part 
of the 30% mortality of tetanus. A patient who was severely 
affected (who was having spasms or could not swallow or 
cough without inducing them) should be treated by 
tracheotomy with sedation and full curarization, as well as 
positive pressure respiration. Dr. Richards emphasized 
that in these cases also, cooperation and teamwork were 
ssential, especially on the part of the anesthetist, who had 
‘o be in almost constant attendance. Radiology was impor- 
‘ant in that stage of artificial respiration, for any incipient 
sulmonary atelectasis or infection should be treated 
cuickly. Dr. Richards said that there seemed little doubt 
rom overseas figures that the tank type negative pressure 
vachines at present in use in Australia would have to be 
‘placed with positive pressure types; the only use for the 
‘ank type respirators was in those cases of respiratory 
: 4ralysis in which the use of the muscles of the pharynx 
nd larynx was still retained. 


B. E. Dwyer (New South Wales) said that for many 
‘ears the management of patients with bulbar and bulbo- 
» inal poliomyelitis and with severe tetanus had presented 

rious difficulties because of the respiratory problems 

volved. Until recentiy results had been, on the whole, 
‘opressing. In both conditions the patients had died more 

‘om pulmonary complications than from the diseases 

‘ 1emselves. 

Such had been the case in 1952 in Denmark, when the 
ost catastrophic epidemic of poliomyelitis occurred that 


‘ae country had ever experienced. Out of the chaos, by 
-irtue of cooperation between epidemiologists and anes- 


‘hetists, a régime developed which more than halved the 


previous mortality rate in cases in which respiratory 
insufficiency was associated with laryngeal and pharyngeal 
paralysis. Basically the régime consisted of early trache- 
otomy and intermittent positive pressure respiration. The 
artificial ventilation was originally performed manually, 
but suitable efficient mechanical respirators had since been 
devised. Lassen and Ibsen deserved much credit for the 
great advance in treatment, which had been further 
developed by Crampton Smith, Ritchie Russell and others 
in England, and their over-all results had been so impres- 
sive that it seemed now to be the method of choice. 


Despite the advent of the muscle relaxants the mortality 
rate of tetanus had stood for some years at a fairly con- 
stant 30%. Tracheotomy had been performed in many 
cases to relieve the respiratory obstruction and anoxia 
following attacks of intense laryngeal spasm. However, 
it was still often impossible to control the violent muscle 
spasms with heavy sedation and the muscle relaxants 
without producing a significant degree of respiratory 
paralysis. When the success of Lassen’s régime in polio- 
myelitis was established, physicians and anesthetists 
turned their attention to the possible application of the 
technique in tetanus. Using curare, “Flaxedil” or succinyl- 
choline they converted the case of tetanus into one resem- 
bling bulbar poliomyelitis. A tracheotomy was performed 
and intermittent positive pressure respiration carried out 
until the major spasms passed off (a variable period of 
from three to fourteen days). The procedure had now been 
used successfully on a number of occasions and promised 
to offer a hopeful future in the management of tetanus. 


Dr. Dwyer said that two important questions then arose. 
When and where should the rather drastic treatment be 
undertaken? In cases of poliomyelitis, inability to swallow, 
coupled with gross respiratory paralysis, offered the cast- 
iron indication, whilst the occurrence of major spasms 
every few minutes, together with cyanotic attacks, pointed 
the way in cases of tetanus. However, in both conditions 
the symptoms mentioned occurred in varying degrees, so 
that each case must be considered on its merits. 

The régime threw a heavy demand on both medical and 
nursing staffs of any hospital. Whilst the management 
of the respiratory problems was largely the domain of the 
anesthetists, the active cooperation of physicians, surgeons, 
pathologists, radiologists and physiotherapists was vital. 
Hence, in such cases the patients were best treated by a 
respiratory unit comprising the specialists mentioned and 
situated in a busy, centrally placed general hospital. Under 
such circumstances a team became experienced in managing 
the most difficult cases, so that great strides were quickly 
made in their successful treatment. 


C. R. B. Biacksurn (New South Wales) agreed with 
both Dr. Richards and Dr. Dwyer that special groups of 
trained people were necessary for the proper management 
of those patients. He said that perhaps, in the absence 
of many trained physicians, an anesthetist should be the 
number one man in the team. It was most important to 
be aware of the insidious onset of anoxia in those people 
and in myasthenics—its detection might be difficult in a 
dimly lit room in an old hospital. It was desirable to 
make the decision regarding the use of cuffed tubes and 
of tracheotomy before the patient was in real need of 
them. Intragastric feeding was very useful, but there 
were great dangers to it; one patient known to him had 
been drowned because too much fluid was given; very 
great care must be taken if there was no cuffed tube in 
place. Finally, Dr. Richards’s remarks regarding trache- 
otomy in patients with tetanus might be paraphrased to 
“all patients with tetanus need a tracheotomy unless they 
have very mild symptoms”. 

Cc. A. Sara (New South Wales) said that other relaxant 
agents besides curare might be used. It was preferable to 
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prevent the development of atelectasis if possible. Relax- 
ants enabled one to use only light sedation. Constant 
expert nursing attention must be at hand at all times. 

J. Raprorp (New South Wales) made a plea for the 
more widespread use of active immunization of both adults 
and children against tetanus. 

M. R. JosepH (New South Wales) thought that perhaps 
the physician interested in chest diseases should be in 
charge of the team managing those respiratory complica- 
tions, in cooperation with the anesthetist. Atelectasis 
might be cured by bronchoscopy in many cases with little 
disturbance to the patient. 

Rutu Mo.trny (Queensland) considered that if curarizing 
drugs were used one must perform tracheotomy. She asked 
whether “Myanesin” had any place in the treatment of 
tetanus. 

Dr. Richards, in reply, said that intragastric feeding 
had its dangers, but it might be necessary in prolonged 
cases. Regurgitation of gastric contents might be made 
less likely if intermittent aspiration was carried out and 
the stomach was not over distended. Electrolyte defici- 
encies might develop during the course of prolonged intra- 
venous therapy. He agreed that tracheotomy should be 
used in all but the mildest cases of tetanus. “Myanesin” 
might cause renal damage or hemolysis if given paren- 
terally over long periods of time. 

Dr. Dwyer, in reply, agreed that continuous nursing 
supervision was necessary through the twenty-four hours. 
A depot form of curare had been used in some cases, but 
the dosage was difficult to control. Physicians and anes- 
thetists should be able to work amicably side by side. 











SECTION OF ANASSTHESIA AND SECTION OF 
NAVAL, MILITARY AND AIR FORCE 
MEDICINE AND SURGERY. 





Anesthesia in the Royal Australian Navy. 


A COMBINED MEETING of the Section of Anesthesia and the 
Section of Naval, Military and Air Force Medicine and 
Surgery was held to discuss the question of anesthesia 
in the Royal Australian Navy. 


S. J. Lroyp (Surgeon Lieutenant, Royal Australian Navy) 
discussed anesthesia in small ships. He said that the main 
problem of anesthesia in the Navy arose in ships with 
only one medical officer, who had to act as both surgeon 
and anesthetist. His paper was intended for the junior 
medical officer in such circumstances, but might be of 
some interest to others who found themselves in a similar 
situation. His remarks applied to conditions found in 
frigates and destroyers of the Royal Australian Navy. 
Those ships were well supplied with surgical facilities and 
resuscitation equipment, but anesthetic supplies were 
limited to the essentials for regional and spinal analgesia, 
for the intravenous administration of thiopentone, and for 
“open ether” anesthesia. Only one sick-berth rating was 
available to assist the medical officer. Regional analgesia 
was indicated frequently when one was working single- 
handed. Nerve blocks were more useful than local infil- 
tration, and all medical officers should know at least the 
brachial plexus block. The inferior dental block was also 
handy at sea. Spinal anesthesia was justified more often 
at sea than ashore, and was the best method for operations 
below the diaphragm. It should be possible even in rough 
weather. Light “Nupercaine”’ was recommended for high 
blocks, and heavy “Nupercaine” for low ones. Precautions 
against hypotension should be taken with high spinal 
blocks. Intravenous anesthesia was best confined to short 
operations. If the agent was to be given continuously 
by an assistant, special care was needed. “Open ether” 
anesthesia was to be used mainly for major operations, 
in which spinal anesthesia et cetera were contraindicated. 
Maintenance must usually be by an unskilled person, as 


the sick-berth rating would be needed to assist the surgeon. 
The main problem was keeping the airway clear; an oral 
or naso-pharyngeal airway should always be used, but 
intubation, if possible, saved much anxiety. If the patient 
was likely to have a full stomach, precautions against 
vomiting must be meticulous, as no sucker or bronchoscope 
was carried. 

Surgeon Lieutenant Lloyd went on to say that the anes- 
thetic should be chosen for safety rather than convenience. 
Simple fractures could be reduced under local anesthesia, 
procaine with hyaluronidase being used. Compound frac- 
tures and amputations required brachial plexus block or 
low spinal anesthesia. Refrigeration anesthesia was 
possible at sea, for amputation on shocked patients. The 
treatment of burns might require a general anesthetic; 
the medical officer should give the anesthetic while the 
sick-berth rating carried out the treatment. In acute 
abdominal emergencies, spinal anesthesia should be used 
whenever possible, even for perforations, if the patient 
was not unduly shocked. If spinal anesthesia was contra- 
indicated, the risk of general anesthesia would have to 
be accepted. If the patient was very ill, local infiltration 
anesthesia alone might be used. Operations on the head 
and neck should be performed under local anesthesia if 
possible. If a general anesthetic had to be given, intuba- 
tion was almost essential, and an ether vaporizer of some 
sort should be improvised to remove the anesthetist from 
the field of operation. 





SECTION OF ANASSTHESIA, SECTION OF OBSTETRICS 
AND GYNAECOLOGY, AND SECTION OF 
PAZDIATRICS. 


Resuscitation of the Newborn. 


A COMBINED MEETING of the Section of Anesthesia, the 
Section of Obstetrics and Gynecology and the Section of 
Pediatrics was held to discuss the resuscitation of the 
newborn. 

W. D. CuNnNINGHAM (New South Wales) said that he 
preferred the term anoxia of the newborn to the more 
commonly used terms asphyxia livida and asphyxia pallida. 
Four types of newborn infant with anoxia might be recog- 
nized: (i) the “doped” baby, with slow, strong heartbeat, 
limpness and cyanosis, who was suffering from analgesic 
drugs or anesthetics given to the mother; (ii) the “choked” 
baby, who had inhaled mucus or meconium in the birth 
canal and could not breathe until the obstruction was 
cleared; (iii) the baby with a congenital defect, such as 
cesophago-tracheal fistula, cardio-vascular congenital 
anomalies, diaphragmatic hernia or pulmonary immaturity; 
(iv) the baby without a heart beat but showing faint signs 
of life by voluntary movement, who was completely anoxic 
and probably had an intracranial injury, but who could 
sometimes be resuscitated. 


Dr. Cunningham said that at the King George V Memoria! 
Hospital for Mothers and Babies the newborn were grouped 
descriptively into four classes. In class A were those who 
breathed immediately. In class B were those whose con 
dition was good but not excellent; they recovered within 
five minutes to class A standard. In class C were those 
whose condition was fair to poor, with moderate anoxia 
gasping respiration and blue congested skin; the} 
responded to active resuscitation, reaching a good conditior 
in thirty minutes. In class D were those whose conditio:: 
was serious, with severe anoxia or collapse, respiration a 
first absent, pale and clammy skin, poor muscle tone anc 
feeble irregular heart beat; they responded slowly to activ: 
resuscitation, and their condition was still not good thirty 
minutes after birth. Dr. Cunningham quoted figures fron 
the King George V Hospital to show that anoxia of the 
newborn and the need for resuscitation were not uncommon 


After referring to Barcroft’s work on the physiology an: 
development of the respiratory centre in the fetus and its 
function after birth, Dr. Cunningham discussed the trea‘- 










OctToser 1, 1955 


THE MEDICAL JOURNAL. OF AUSTRALIA 


539 





ment of anoxia. He considered critically the older tradi- 
tional methods as well as the modern methods of resus- 
citation, making special mention of Eve’s rocking method. 
He dealt in turn with the use of drugs and oxygen and 
the administration of “Alevaire”, an aerosol solution which 
lowered surface tension and liquefied thick secretions, 
promising to be of great help when the respiratory passages 
were filled with amniotic fluid, mucus and other material. 
Special reference was made to resuscitation after Cesarean 
section. 

JuNE Pasu (Victoria) said that as resuscitation of the 
newborn was in effect the treatment of anoxia of the 
newborn, she would consider the causes of that condition, 
both intrauterine and extrauterine, and examine them for 
preventible factors. 


Adequate ante-natal supervision was important in the 
presence of maternal cardiac disease and for the preven- 
tion of toxemia. Immediate treatment of maternal shock, 
whatever the cause, needed to be emphasized. Dr. Pash 
advocated the wide use of local anesthesia where possible, 
and gave some consideration to the question of prevention 
of post-maturity. She said that discrimination should be 
used in the administration of oxytocic drugs. 


In any method of resuscitation, two main aims must be 
fulfilled. The primary objective was to get oxygen to the 
brain to revive the higher centres, and the second objective 
was to maintain the lungs in a state in which they would 
function best. 


A routine method of resuscitation was then considered, 
the first step being the positioning of the child in the 
“head low” position to minimize the aspiration of liquor 
and mucus. Clearing of the airway followed, either with 
a mucus catheter or with mechanical graduated suction, 
strong suction being contraindicated as it damaged the 
mucous membranes of mouth and pharynx. The stomach 
contents were aspirated with gentle suction through a 
mouth sucker to prevent regurgitation and aspiration later. 


Dr. Pash described various methods of administration 
of oxygen. The methods were both simple and more com- 
plex, depending on the apparatus and personnel available. 
The hazards and the efficacy of each method were pointed 
out. Dr. Pash said that oxygen might be administered 
intranasally; the concentration might be increased by 
keeping the child’s mouth closed and the airway clear by 
holding the jaw forward. That was safe and effective in 
mild cases. Small masks might be used, with an oxygen 
flow of four litres per second, and also machines which 
were capable of administering oxygen with an intermittent 
positive and negative pressure. With those, however, there 
was a risk of mediastinal emphysema. Administration of 
oxygen by endotracheal tube had been found extremely 
effective in cases of severe asphyxia pallida, and artificial 
respiration with a bag could be used with an almost 
instantaneous improvement of the colour and heart rate. 
“hat method, however, required trained personnel, and also 
‘here was again the risk of mediastinal emphysema and 
edema of the larynx. 


Stimulants such as “Anacardone” and lobeline might be 
ised, the dosage being one minim per pound of body 
veight. In severe asphyxia the subcutaneous and intra- 
‘uscular routes were not effective, and intravenous or 
intracardiac injection was advised. “Lethidrone” and 
“Nalline”’ antidotes to morphine might be administered 
‘ither to the mother or child, but should be used with 
aution, as they might produce a morphine-like effect if 
‘he baby was not suffering from the effect of such drugs. 


Resuscitation should be continued for as long as the 
‘hild’s heart beat was present, because the child would 
olerate long apneic periods, provided the oxygenation was 
dequately maintained. 


CLivE N. Paton (New South Wales) drew attention to 
‘he altered conception of apnea of the newborn, the former 
ack of appreciation of its essentials and the inadequacy 
°f treatment. He said that efforts in that direction had 
een ineffectual and abortive. There had been no improve- 
lent in recent years in the incidence of neonatal deaths 


in the first twenty-four hours of life, 60% of which were 
due to pulmonary disease and were amenable to resus- 
citation. 


Dr. Paton described the essential pathology of the con- 
dition briefly and devoted a section to etiology; as the 
prime cause of the condition was unknown, the section on 
etiology consisted mainly of a list of the predisposing 
causes, which were many and related to constitutional 
maternal defects, departures from normal in the course 
of labour and various exigencies which the unborn fetus 
might meet with during labour. Prognosis was mentioned, 
and Flage’s classification and Virginia Apgar’s method of 
evaluation were described. 

Dr. Paton described treatment in some detail. The 
various steps listed included (i) the establishment of a 
patent airway, (ii) the importance of posture and toilet 
of the buccal cavity and pharynx, (iii) the role of external 
stimulation, (iv) oxygen therapy, and (v) artificial respira- 
tion, including the simpler methods, such as manual com- 
pression, Eve’s rocking method and mouth-to-mouth insuf- 
flation. Dr. Paton said that mechanical respirators were 
generally considered unsatisfactory and advanced a few 
simple facts about neonatal respiration. He laid emphasis 
upon the fact that the neonatal lung might be exposed to 
comparatively high pressures for very short periods with- 
out risk of damage. The G.L.B. infant resuscitator was 
briefly described and its working outlined. It was con- 
sidered to come nearest to fulfilling all practical require- 
ments. The debatable question of endotracheal intubation 
was dealt with, and the relative merits and demerits of 
rubber and metal catheters were mentioned. Further steps 
in treatment mentioned were: (vi) the maintenance of body 
warmth and an essential humid atmosphere, (vii) the use 
of a mist combining “Alevaire” and ‘“Alidase”’, and (viii) 
the use of stimulating drugs. Dr. Paton said that drugs 
such as adrenaline, lobeline, “Coramine”, picrotoxin and 
strychnine were of little or no value; the solitary exception 
was N-allyl morphine, which was of great value in cases 
in which apnoea was due to excessive sedation with 
morphine or pethidine during labour. 


SECTION OF DERMATOLOGY AND SECTION OF 
PATHOLOGY, BACTERIOLOGY, BIOCHEMISTRY 
AND FORENSIC MEDICINE. 


COMBINED MEETINGS of the Section of Dermatology and 
the Section of Pathology, Bacteriology, Biochemistry and 
Forensic Medicine were held to discuss (@) mycotie infec- 
tions of the scalp and mycotic granulomata, and (hb) the 
use and abuse of antibiotics in dermatology. 


Mycotic Infections of the Scalp and Mycotic 
Granulomata. 


Ringworm of the Seatp. 


HENRY SHARP (New South Wales) read a paper on the 
management of ringworm of the scalp, which he said was 
an infection of the hair shafts by a fungus, resulting in 
baldness of the affected areas. The condition was common 
in children and rare in adults. The fungi responsible 
belonged to the Microsporon and Trichophyton groups; the 
former caused the infected hairs to fluoresce under the 
Wood’s light; the latter caused little if any fluorescence in 
the infected hairs. Dr. Sharp said that diagnosis depended 
on the recognition of four main clinical types: (i) small 
bald patches on the scalp, faintly pink and covered with a 
greyish scale, with many broken hair stumps over the 
patch—the most common form; (ii) kerion; (iii) “black- 
dot” ringworm; (iv) favus. The diagnosis was confirmed 
by microscopic examination of the hair stumps, identifica- 
tion of the type of fungus by cultural methods and, in 
Microsporon infections, the use of the Wood’s light. Five 
conditions needed to be differentiated from ringworm 
alopecia areata, impetigo of the scalp, pityriasis capitis, 
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psoriasis, and trichotillomania. Discussing treatment, Dr. 
Sharp said that cure of ringworm took place only after 
the infected hairs had been shed, and he mentioned several 
methods by which that process could be assisted—frequent 
washing of the scalp, the tractive effect of a greasy 
fungicidal ointment, and artificial epilation by the applica- 
tion of superficial X rays to the scalp or the adminis- 
tration of thallium acetate by mouth. The method of treat- 
ment used depended on the facilities available, the age of 
the child and the type of fungus present. Identification of 
the organism was of great importance; infections due to 
Microsporon audouini and the Trichophyton group, both 
rare in Australia, were generally resistant to topical 
remedies; but Microsporon canis (lanosum) infection, the 
most common, would respond to local treatment in one to 
twelve months. Dr. Sharp recommended the following 
routine if local treatment with ointment was adopted: The 
hair was shaved once a week at least. The head was 
washed morning and night with warm water and soap and 
a fungicidal ointment was rubbed all over the scalp; 
Whitfield’s ointment had proved satisfactory. The head 
was kept covered with a linen cap, to avoid contamination 
of furniture and infection of other children and domestic 
animals. Every three or four weeks the scalp was 
examined under the Wood’s light until no fluorescence was 
seen, when the hair was allowed to grow. The inunction 
and washing routine was continued for a further four 
weeks, when, if fluorescence was not seen under Wood’s 
light, the condition was considered cured. Dr. Sharp 
stressed the value of Wood’s light in the supervision of 
progress and the determination of cure. He said that 
X-ray therapy was indicated for children aged over six 
years, for educational considerations, and in all infections 
with Trichophyton and Microsporon audouini. The tech- 
nique of treatment with X rays and auxiliary measures 
was then described. In some circumstances, for children 
aged under five years epilation by the administration of 
thallium acetate was recommended; but care was neces- 
sary, as the treatment could be dangerous, and it should 
be avoided if possible. In conclusion, Dr. Sharp stressed 
three points: (i) the importance of adequate pathological 
examination to determine the type of fungus; (ii) the 
indispensability of the Wood’s light in diagnosis, super- 
vision of progress and determination of cure; (iii) the 
need for any form of treatment adopted to be applied to the 
whole scalp and carried out as a rigid routine. 


Mycotic Infections of the Scalp—Mycology. 


E. Beatrix Durte (New South Wales) read a paper 
entitled “Mycotic Infections of the Scalp—Mycology”. She 
said that the dermatophytes, the fungi causing chronic 
infections of the hair, skin and nails, had been described 
a little over a hundred years previously; recognition of the 
fungi causing systemic mycoses came much later. Almost 
all those fungi belonged to the class of Fungi Imperfecti, so 
called because their life cycle was incomplete or at least 
incompletely known. Until recently the nomenclature of 
the dermatophytes had been in a state of confusion, but 
systematic study of their cultural and microscopic 
features had reduced the number of species formerly 
described, and a simple classification was given by Conant 
(1954). 

Dr. Durie went on to say that the diagnosis of ringworm 
should always be confirmed by microscopic and cultural 
examination. Precise identification of the fungus was an 
aid to prognosis and sometimes a guide to treatment; it 
was important epidemiologically, and helped to place the 
whole subject on a scientific basis. Culture was not 
difficult; even when no laboratory facilities were available, 
hairs or other material could: be sent to a laboratory by 
post. The collection of material for culture was described. 
It was useful to add cycloheximide (‘“Acti-dione”) to the 
media used, as that substance, an antibiotic derived from 
Streptomyces griseus, had the unique property of inhibiting 
most common contaminants without affecting the growth 
of pathogenic fungi with the exception of cryptococcus. Dr. 
Durie gave a description of the microscopic and cultural 
features of the dermatophytes which she illustrated with a 
series of photographic slides, 








Dr. Durie then discussed the problem of infection with 
reference to possible reservoirs of infection and _ to 
variations in susceptibility. Two lines of research in inves- 
tigative dermatology were described: one, which concerned 
the infective agent, was the repeated isolation of keratino- 
philic fungi from the soil; the other, which concerned the 
host, was the study of protective substances in human 
sebaceous secretion and of variations in the growth of 
dermatophytes in vitro on chemically modified hair. She 
said that the extraordinary difference between the appear- 
ance of the ringworm fungi in scalp hairs and- their 
appearance on culture was well known. Until recently 
they had been regarded as obligatory parasites of man and 
animals. However, by the use of an ingenious method of 
“baiting” samples of soil with tufts of sterilized hair, wool 
or other keratinaceous material, it had been shown that 
keratinophilic fungi, including Microsporum gypseum, were 
common soil inhabitants. Microsporum gypseum had been 
isolated from the soil in Belgium, in America and also in 
New South Wales. It was believed that that fungus played 
an important part in the breakdown of keratin in nature, 
and that only occasionally under appropriate conditions did 
it invade human or animal tissues. The study of protective 
substances, both natural and artificial, might help to show 
what those appropriate conditions were. Dr. Durie said in 
conclusion that future studies of the ecology of those fungi 
and of the host-parasite relationship in mycotic infections 
of the scalp should prove most interesting. 


The Mycotic Granulomata. 


B. Barrack (Queensland) presented a paper on “The 
Mycotic Granulomata”, in which he described the mycotic 
granulomata known to him that occurred in Australia. 
Some of the mycotic granulomata that occurred in other 
countries were mentioned only in regard to the possibility 
of their occurrence in Australia. Dr. Barrack said that it 
was possible that some of the latter might have occurred 
but had not been identified. There was always the possi- 
bility that they might occur in the future, as the causal 
organisms might already exist in Australia, or it might be 
introduced from places where the infection already existed. 


Dr. Barrack then briefly mentioned tinea barbe and 
actinomycosis, and then went on to discuss the disease 
known as sporotrichosis. He said that that was a chronic 
mycotic disease which produced granulomatous swelling in 
the skin and subcutaneous tissues, and at times, but rarely, 
became systemic. He mentioned the various clinical types 
of the disease, and described the most common, the 
lymphatic type. The initial lesion or sporotrichotic chancre 
developed at the site of a small injury, which was followed 
some weeks afterwards by nodular swelling along the line 
of the lymphatics of the limb. The peculiar linear distribu- 
tion of the nodules, if they occurred on a limb, was 
characteristic of the disease, and made the diagnosis easy. 
Dr. Barrack mentioned the diseases likely to be confused 
with sporotrichosis. 


Dr. Barrack then discussed chromoblastomycosis. He 
said it was also a mycotic disease, producing verruca-lik« 
lesions of the skin which were granulomata. In Australie 
it occurred most commonly in Queensland, and there, mos' 
frequently, in the humid, timbered areas. However, case: 
had been reported from other parts of Australia. Th: 
disease had been present in Queensland for many years, 
but was not definitely diagnosed as chromoblastomycosi: 
until 1946. Since then quite.a number of cases had beer 
identified both by microscopic examination of sections ané 
by culture. Dr. Barrack described the type of lesion cause:' 
by the fungus and the method of infection, and mentione:' 
the clinical varieties of the disease in Australia as con 
pared with the disease as it occurred in the Americas. H: 
outlined the course of the disease, the causal fungus an 
its varieties, and the actual type of the fungus found i: 
the Queensland cases. He also mentioned the histologicai 
appearances, and the difficulty that was sometimes encour 
tered in identifying the fungus in sections. Dr. Barrack 
finally discussed the differential diagnosis from  suc!: 
diseases as tuberculous verrucosa cutis, pyogenic verrucous 
dermatitis, syphilis and leprosy, and the prognosis ani 
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treatment, and mentioned the difficulties encountered in 
treatment and its failure in some cases. 


Sporotrichosis and Chromoblastomycosis. 


M. MEAD AND M. F. McCarrrey (Queensland) presented 
a paper in which it was stated that sporotrichosis and 
chromoblastomycosis were two chronic mycoses which 
were probably world wide in distribution. There was some 
evidence that the incidence of sporotrichosis was related 
to high humidity and temperature, while chromoblasto- 
mycosis was relatively more common in tropical and sub- 
tropical areas. Both diseases constituted an occupational 
hazard, the former to florists, farm labourers and miners, 
the latter to labourers working in contact with soil and 
timber. 


Although sporotrichosis had apparently been diagnosed 
clinically in Australia on a number of occasions, only two 
cases from New South Wales had been reported previously. 
Both were of the localized lymphangitic type. The three 
new cases now reported were apparently the result of 
infection in Brisbane, and were of the localized cutaneous 
type. Sporotrichum schenckii was isolated in culture, and 
rungal cells were found in sections of tissue from all three, 
ilthough it was necessary to search series of sections in 
wo of them, as the fungi were scanty. The diagnostic 
‘asteroid bodies” were present in two cases, lightly 
-nerusted fungal cells in the third. The characteristic, but 
.ot diagnostic, feature of the granulomatous reaction— 
iamely, the presence of small abscesses composed chiefly 
ot polymorphonuclear cells surrounded by zones. of 
«pitheliod cells—was found in each of the three Brisbane 
cases. It was suggested that sporotrichosis in an unrecog- 
nized clinical form might be not uncommon, and that the 
presence of the type of granulomatous reaction described 
should stimulate the search for the fungus. 


Nearly all cases of chromoblastomycosis in Australia 
iad been reported frrom Queensland. Twenty-three new 


infections, proven by culture or biopsy, were now added 
to the 35 described by Saxton, Hatcher and Derrick (1946), 


Barrack (1952) and Powell (1952). Fungi morphologically 
and antigenically similar to Cladosporium carrionii had 
teen isolated from fence posts in the Abercorn area, where 
tour cases were observed in a population of about 60. One 
ot those was in the youngest subject recorded in Australia. 


The taxonomy and nomenclature of the fungi causing 
‘hromoblastomycosis were confused. It was now apparent 
that the correct names for the fungi previously called 
/onsecea pedrosoi and Fonsecaa cladosporium were 
‘/adosporium pedrosoi and Cladosporium carrionii respec- 
tively. 

In Queensland, the lesions of chromoblastomycosis were 
most frequent on the hands and forearms of labourers 
\ hose work brought them into contact with timber. Grossly 
\errucose lesions were uncommon in the proven cases; 

ually violaceous, scaly or crusted plaques enlarging 
s'owly over the years were observed. In most cases the 

tients responded well to radiotherapy. 


The histological appearance of the granulomatous lesion 
‘Ss distinctive in showing a gross degree of epithelial 
perplasia, numerous abscesses, pseudotubercles, giant 
iis and the brown, septate fungal cells which were diag: 
stie of the disease. 


Discussion. 
R. MAGAREY (New South Wales) said that it was his 
lief that chromoblastomycosis was easy to find in the 
ssues in comparison with finding the cells of sporo- 
| ichosis. He asked Dr. Barrack if that belief was correct. 


Dr. Barrack, in reply, said that it was not always easy 

find either fungus in the tissues, but chromoblasto- 

‘cosis was more often seen than elements of sporo- 
'. chosis. 

G. Taytor (Queensland) said that, with regard to 
i -ofessor Magarey’s question about microscopic examina- 
ton of tissues in the conditions of sporotrichosis and 
‘.romoblastomycosis, the diagnosis of sporotrichosis was 


always difficult to make. However, if one saw the typical 
deep abscesses as described by Dr. Derrick and giant cells, 
one should always think of sporotrichosis; a careful search 
might show fungal elements. The fungal elements of 
chromoblastomycosis were more readily found, and a point 
in that regard was to focus up and down during examina- 
tion of the slide. 


I. Wartskt (Victoria) referred to the fact that micro- 
sporon infections underwent spontaneous regression at 
puberty. He asked Dr. Sharp whether, in view of that 
fact, he considered that when patients were approaching 
puberty their condition should be allowed to progress 
without epilation. 


Dr. Sharp, in reply, said that he believed that all patients 
affected should be treated by epilation when they were 
over the age of six years, as an untreated patient was a 
possible reservoir of infection which should be cleared as 
quickly as possible. 

I. Wartski said that he would also like to ask Dr.- 
Barrack what stains were used to facilitate the diagnosis of 
sporotrichosis and chromoblastomycosis. 


Dr. Barrack, in reply, said that in cases of chromoblasto- 
mycosis the tissue could be teased out in lacto-phenol 
cottonseed blue, and on direct examination fungal elements 
could be seen at times. 

J. M. O’DoNNELL (Western Australia) said that he had 
noticed in occasional cases of microsporon infection of the 
scalp that, although examination under Wood’s light failed 
to show fluorescence, microscopic examination of the hair 
still showed the presence of fungus. He asked whether Dr. 
Durie would indicate if in those cases the patients were to 
be regarded as infective. 

Dr. Durie, in reply, said that she did not know. 


M. Havyatt (New South Wales) said that he, too, had 
found persistence of the typical clinical picture of tinea 
tonsurans in patients under treatment, after findings from 
examination under Wood’s light had become negative. 
Microsporon canis had been grown in culture from those 
patients. Because of that they were still to be regarded 
as infective. The chemical responsible for the fluorescence 
had been extracted from the hair in cases of microsporon 
infection, and it was interesting to postulate that the 
various substances used in the newer ointment bases might 
also be capable of extracting that chemical from the hair, 
so rendering examination by Wood’s light hazardous as a 
criterion of cure. 


The Use and Abuse of Antibiotics in Dermatology. 
The Use of Antibiotics in Dermatology. 


H. MacMILtLan (Western Australia) read a paper on the 
use of antibiotics in dermatology. He said that the 
organisms most commonly causing skin infections were 
Staphylococcus pyogenes aureus and Streptococcus hamo- 
lyticus; infections due to proteus and pseudomonas were 
increasing. In the investigation of a _ skin infection, 
examination of a smear and culture and sensitivity tests 
were required; the smear finding was more important than 
the culture. During treatment repeated sensitivity tests 
should be made, to see that resistance to the antibiotic in 
use had not developed. The essentials of treatment were: 
(i) to keep the area as dry as possible, to avoid mechanical 
and chemical irritation, to treat the underlying dermatoses 
properly, and to avoid topical applications which were apt 
to cause sensitization; (ii) to ensure adequate cleansing— 
for example, with soap and water and bland compresses; 
(iii) to take care to avoid sensitization, penicillin and 
streptomycin being the worst offenders; (iv) to choose the 
right vehicle—compresses were often better than creams. 
Dr. Macmillan said that if an antibiotic was to be used 
locally, it should have the following characteristics: it 
should be effective over a wide bacterial spectrum, rapid 
in action, free from sensitizing properties, as greaseless 
as possible, and able to retain its activity in ointment 
form; it should be stable in ordinary temperatures, accept- 
able to the patient and not too expensive; it should not 
tend to cause cutaneous moniliasis or to develop resistant 
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strains of bacteria. Dr. Macmillan stressed the risk of 
sensitization by local use of an antibiotic, which might 
preclude its systemic use in a serious illness. 


Dr. Macmillan went on to enumerate the antibiotics 
available for local use as powders, lotions, ointments and 
creams. He said that opinions differed as to which of 
them could be safely applied, but in general it was held 
that penicillin and streptomycin should not be used locally. 
It was agreed that bacitracin, neomycin and gramicidin 
were excellent for local use; they had the advantage of 
being unable to be used systemically because of their 
toxicity. Polymyxin B was excellent for Pseudomonas 
pyocyanea infections. Dr. Macmillan presented a table in 
which were set out the sensitivities of organisms to anti- 
biotics, and mentioned the methods of applying them. He 
said that it was agreed that the best antibiotic for local 
use was neomycin, which seldom caused sensitization; 
strains resistant to “Aureomycin”, “Terramycin” and 
“Chloromycetin” usually remained sensitive to it. Any 
antibiotic used locally should not be used for long periods. 


Referring to the systemic use of antibiotics in pyodermas, 
Dr. Macmillan said that the tests he had mentioned 
previously should be carried out. If the response to one 
antibiotic was not good, it was worth trying another one 
indicated as suitable by tests. Even so, results could be 
disappointing. Adjuvant treatment should not be omitted. 
It was often more important to recognize and control the 
preexisting condition than simply to treat the infection 
with antibiotics. Recurrence of infection was likely when 
the antibiotic was withdrawn. In conditions which tended 
to be chronic, it was advisable to reduce the dose gradually. 
It had been shown that antagonism and synergism existed 
between certain antibiotics, which fell into two groups: 
(i) bactericidal—-penicillin, streptomycin, bacitracin, neo- 
mycin; (ii) bacteriostatic—‘Aureomycin”, chloramphenicol, 
‘Terramycin”, tetracycline. Substances in the first group 
were synergistic to each other, and so were worth giving 
simultaneously; substances in the second group were merely 
additive, and there was no advantage in giving them at the 
same time. Antagonism might be met with if antibiotics 
of the two groups were given together. Dr. Macmillan 
presented a table showing the antibiotics available and 
their doses. He also mentioned the complications that 
should be kept in mind in the choosing of an antibiotic, 
and said that a number of deaths had been recorded as the 
result of antibiotic treatment. 


Turning to the use of antibiotics in conditions other 
than pyodermas, Dr. Macmillan said that extravagant 
claims for successes were made but were not substantiated. 
The field in which antibiotics were of the most use was 
that of the venereal diseases. Syphilis was now entirely 
treated by antibiotics and appeared to be a dying disease; 
it was rare to find primary or secondary lesions. Chancroid 
and granuloma inguinale responded to. streptomycin, 
“Terramycin”, “Aureomycin” and chloramphenicol. Yaws 
responded to penicillin and to other antibiotics. Strepto- 
mycin was indicated for tuberculous skin lesions that had 
not responded to other treatments. The best results were 
obtained in scrofuloderma, tuberculosis verrucosa and lupus 
vulgaris; tubereulids and sarcoids did not _ respond. 
Actinomycosis responded to penicillin, and anthrax to peni- 
eillin, “Aureomycin’, “Terramycin”, chloramphenicol and 
streptomycin. Mycosis fungoides was relieved by penicillin. 
Pemphigus was not relieved by antibiotics, but a daily 
dose of procaine penicillin helped to control the offensive 
odour. In any disease that was being treated with ACTH 
or cortisone, antibiotics helped to prevent secondary com- 
plications. It was held that chloramphenicoi and “Aureo- 
mycin” were of value in herpes zoster if given in the early 
stages. Herpes simplex might be relieved by painting the 
lesions with a 1% solution of “Aureomycin” or neomycin 
in methyl cellulose. Claims for successful antibiotic treat- 
ment of almost every type of skin condition had been made 
at some time or another. Tests carried out under the 
auspices of the Medical Research Council of the Privy 
Council had shown the following results for “Aureomycin”, 
chloramphenicol and “Terramycin”: no effect was obtained 
in herpes simpler recurrens, plantar warts, lichen planus, 





pityriasis rosea, dermatitis herpetiformis and diskoid 
eczema; patients with early seborrheic infective eczema 
did well. 

The Misuse of Antibiotics in Dermatology. 


J. M. O’DonnELL (Western Australia), discussing the 
misuse of antibiotics in dermatology, quoted Hellier’s state- 
ment that an antibiotic was a double-edged weapon, to be 
used like a rapier and not like a battle-axe. He drew 
attention to the emergence of dangerous penicillin-resistant 
strains of organisms, which were propagating their species 
successfully in spite of the introduction of the newer anti- 
biotics, and said that it seemed certain that the haphazard 
use of antibiotics on the skin had contributed considerably 
to the production of antibiotic-resistant bacterial strains. 
So far bacterial resistance to bacitracin, neomycin and the 
polymyxins was not great; they were the most useful anti- 
biotics for topical application, and their sensitization index 
was low. That was of interest since, on account of their 
toxicity when administered systemically, they were not 
much used in the treatment of serious diseases. Dr. 
O’Donnell went on to say that when the use of an anti- 
biotic in skin conditions was contemplated, the following 
facts should be remembered: (i) antibiotics were life- 
saving drugs and should therefore not be used for minor 
skin infections; (ii) antibiotics did not sterilize the skin 
when administered systemically—it was necessary to use 
antiseptics as well. 

Discussing the misuse of antibiotics, Dr. O’Donnell 
stressed four points: (i) The too early use of an antibiotic 
for minor skin infections should be avoided, because it 
might prevent the patient from developing a future 
resistance to bacterial infections. (ii) The use of too low 
a dosage of antibiotics might encourage the development 
of resistant strains of organisms. (iii) The over-use of an 
antibiotic was a misuse which could cause serious visceral 
complications. If an antibiotic did not quickly produce 
good results it was wrong to persist with it. (iv) “Gun- 
shot” use of antibiotics and of sulphonamides could be an 
abuse. Dr. O’Donnell urged that before an antibiotic was 
used the clinician should ask himself the following ques- 
tions: (i) whether the condition present on the skin was a 
pure infection; (ii) if it was, whether there was good 
reason to believe that the infection would respond to the 
particular antibiotic that it was intended to use (previous 
experience, the result of sensitivity tests et cetera); (iii) 
whether the infection was a complication of some other 
skin condition or underlying disease; if it was, whether 
it could be adequately dealt with by other means than 
the use of an antibiotic which was of value when given 
systemically for the treatment of serious diseases; (iv) 
whether the proposed antibiotic had been used on that 
particular infection before and, if so, whether the patient 
benefited; (v) whether its use had been attended by any 
adverse reaction. Neglect to ask those questions might be 
responsible for failure to cure the infection and for 
unnecessary and perhaps risky use of the antibiotic. Dr. 
O’Donnell said that, apart from infected seborrheic der 
matitis of the face, ears and scalp, folliculitis decalvans. 
sycosis barbe and nuche, infections of the nares and 
auditory canals, and acrodermatitis continua in some cases 
he had not found much benefit to follow the local use oi 
antibiotics. By refraining from wrongly using antibiotics 
clinicians would be encouraging human resistance to bac 
teria and not augmenting the slowly rising tide o° 
antibiotic-resistant pathogenic organisms. That migh' 
mean a saving of lives in the future, because, as Ingrar: 
had said, there might be a limit to the finding of a new 
antibiotic to take up the chase. Antibiotics, correctly usec 
had been a hitherto unknown weapon against infection 
and had saved countless lives. 


The Use and Abuse of Antibiotics in Dermatology. 


EpGar THomson (New South Wales) read a paper entitle 
“The Use and Abuse of Antibiotics in Dermatology”. H» 
said that the publication ‘“CChemotherapy with Antibiotics 
and Allied Drugs”, from the Alfred Hospital, Melbourn”, 
was an admirable guide to the proper usage of antibiotics 
and should be read carefully and kept at hand for refe’- 
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ence. He then went on to say that dermatologists were 
usually up to date in their use of antibiotics, but he him- 
self was not so sure that they always used them to the 
best advantage. Skin diseases could be divided into three 
groups: those for which antibiotics were useless, such as 
fungous and virus diseases, those which responded well to 
older remedies, and, the smallest group, those which 
responded to antibiotics. 


Dr. Thomson then spoke of the close liaison which 
should exist between dermatologist and microbiologist 
where determination of susceptibility of infecting organisms 
was concerned. He made special mention of erythromycin, 
which in his opinion must definitely be kept for strains 
of staphylococci resistant to all other antibiotics—it was 
the last bulwark against resistance. He pointed out that 
the dermatologist also had at his disposal those antibiotics 
which were too toxic for internal use, and suggested that, 
in any case, dermatologists rarely needed to use anti- 
biotics internally. He concluded with a plea for the 
intelligent use of antibiotics, so that they might regain 
their proper place in therapy. Properly used, they were 
most useful and life-saving; but they could and did have 
disastrous side effects. 





SECTION OF HISTORY OF MEDICINE AND SECTION 
OF NAVAL, MILITARY AND AIR FORCE MEDICINE 
AND SURGERY. 


The History of Scurvy in the Navy. 


A COMBINED MEETING of the Section of History of Medicine 
and the Section of Naval, Military and Air Force Medicine 
and Surgery was held to discuss “The History of Scurvy in 
the Navy”. 


Eric SUSMAN and D. J. DELLER (New South Wales) pre- 
sented a paper on the subject, in which it was pointed out 
that before the sixteenth century scurvy was_ probably 
unknown to sailors. Navigation was primitive, so that 
ships hugged the coastline, and storage space for victuals 
was limited. As a result it was necessary to put into port 
for fresh supplies of food and drink. 


“Land scurvy” had been known for centuries, but until 
the invention of the mariner’s compass it did not appear 
on ships. There was no accurate knowledge about its 
etiology or treatment until James Lind (who was born in 
1716) investigated it and tested the effect of the juice of 
citrus fruits on it. His ‘Treatise’ was a masterpiece, one 
of the greatest medical monographs of all time. 


E. Forp (New South Wales) said thgt Lind was one of 
the least known of the British masters of medicine because 
1.e did his work so well—his work was fixed and settled in 
iis own lifetime. In the present day it was hard to imagine 
‘ow this treatise could have passed unnoticed for so long. 
Yerhaps, after all, there was a use for congresses and 
‘ournals. Even Napoleon’s Larrey knew nothing about it. 
Seurvy was running through the French troops at Aboukir 
Bay while there was none in the blockading British fleet. 
‘he administration could be criticized severely. The 
‘reatise was dedicated to Lord Anson (65% of whose crew 
died on his great voyage), but he did not read it. 


Professor Ford went on to say that scurvy played an 
important role in the early history of Australia. In spite 
£ the demonstrations by Cook and by White, surgeon of 
‘he first fleet, that it could be controlled, scurvy caused a 
creat setback to the early settlement and almost led to its 
‘bandonment. Early settlers used wild spinach and wild 
urrants as anti-scorbutics, and they had a long vogue. 
‘ndeed, wild sarsaparilla was still sold by herbalists. 
“Botany Bay greens” had been on sale in the markets until 
‘hirty years previously. It had been thought that there 
might be some mild scurvy still in the back country; but 
“lements’s nutrition survey just before the second World 
War had disclosed none. Perhaps there were always 
‘nough potatoes to prevent it, even in the worst areas. 


R. Scor Skirving (New South Wales) said that scurvy 
was by no means a vanished disease when he had com- 
menced practice. It was seen in people off ships, and so 
was beriberi. Mild scurvy also attacked boundary riders 
in outback stations. William Dampier scarcely mentioned 
scurvy in connexion with his three circumnavigations. 
Scurvy occurred in arctic expeditions of the seventies. 

E. A. DALEY (Victoria) asked precisely how Cook and 
Flinders did avoid scurvy. 

Dr. Susman, in reply, said that sailors (and other service- 
men) were great snobs and exceedingly conservative about 
food, and instanced his own experience in trying, quite 
unsuccessfully, to persuade them to eat potatoes cooked 
unpeeled. Cook had had his officers dine ostentatiously on 
deck, so that his crew would see and imitate their eating 
of anti-scorbutic foods. 





MEDICINE AND SECTION OF 


AND GYNASCOLOGY. 


SECTION OF 
OBSTETRICS 


Heart Disease in Pregnancy. 

A COMBINED MEETING of the Section of Medicine and the 
Section of Obstetrics and Gynecology was held to discuss 
“Heart Disease in Pregnancy”. 

R. JEREMY (New South Wales) presented the medical 
aspects. Dealing first with the incidence, he said that 
heart disease was present in 1% to 1:5% of all patients 
delivered each year. Most of the women suffered from 
rheumatic heart disease, chiefly mitral stenosis; a small 
proportion suffered from acyanotic congenital heart 
disease; in the older age groups hypertension and degenera- 
tive heart disease occurred. 

Discussing the physiological and clinical changes which 


éccurred during pregnancy, Dr. Jeremy said that the blood 


volume increased by 45% to 50% (maximum at the thirty- 
sixth week). There was a similar increase of cardiac 
output. Cardiac work increased until the early part of the 
last trimester; then during the last three to four weeks 
before term the load gradually decreased. Early in the 
puerperium there was a sudden alteration in circulatory 
dynamics, and cardiac distress or failure might then occur. 


In the assessment of the risks of pregnancy the func- 
tional capacity of the heart in the pre-pregnant state or 
early in pregnancy was the best guide. There might be 
special risks associated with congenital heart disease—for 
example, reversal of shunt with septal defects or with 
patent ductus arteriosus soon after labour, and aortic 
rupture with coarctation of the aorta. Patients might be 
grouped according to the following classification of the 
New York Heart Association, the grouping depending on 
functional capacity for ordinary physical exertion: class 1, 
no discomfort on activity; class 2, slight to moderate limita- 
tion of activity; class 3, moderate to great limitation; 
class 4, discomfort produced by any activity. Classes 1 
and 2 were the favourable groups, classes 3 and 4 the 
unfavourable groups. In classes 1 and 2 no trouble was 
usually experienced;: in classes 3 and 4 very special care 
was needed. Other factors should also be considered. If 
the patient had a history of previous congestive failure, 
it was likely to recur; patients over thirty years of age 
might not do well. The presence of auricular fibrillation 
was adverse. The heart size was usually not clearly 
related to prognosis. Social factors, such as size of family, 
must be considered. 


Dr. management of the 


Jeremy went on to consider 
patient during pregnancy, which included extra rest, 
avoidance of heavy housework, restriction of sodium 
intake, correction of anemia and bed rest for respiratory 
infections. He said that the development of pulmonary 
cdema was the main hazard in mitral stenosis; signs of 
increasing pulmonary congestion should be sought—they 
were increasing dyspnea, basal lung rales, increasing pul- 
monary congestion as seen in serial radiological examina- 
tions, progressively diminishing vital capacity, and unpro- 
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ductive cough or cough with hemoptysis. Bed rest was 
indicated if trouble was suspected, preferably in hospital. 
Response to “Mersalyl’ might help in assessing the degree 
of fiuid retention; digoxin therapy, sodium restriction and 
bed rest should be maintained until term. No obstetric 
procedures should be attempted if congestive cardiac 
failure was present. Induction of labour should be avoided 
between the thirtieth and thirty-sixth weeks, and after 
that also, because then the load on the heart gradually 
lessened until term. 


If acute pulmonary cdema developed, treatment was 
with morphine and atropine, oxygen, “Mersalyl’’, vene- 
section or intermittent venous occlusion by tourniquet, 
digoxin in full dosage, and slow intravenous injection of 
aminophylline. After acute pulmonary cdema or congestive 
cardiac failure, the patient must be kept in hospital, in 
bed, until term. After confinement three weeks’ bed rest 
was the rule. Heart failure might set in during the puer- 
perium and be intractable, especially in the unfavourable 
groups. 

Dr. Jeremy then referred to modification of the problem 
by surgery. He said that ligation of the patent ductus 
arteriosus was advisable before marriage. Operation for 
coarctation of the aorta should be performed before preg- 
nancy. Operations on children and young adults with 
cyanotic heart disease would help them to have successful 
pregnancies. Mitral valvulotomy before pregnancy would 
permit safer pregnancy and labour; it might allow some 
women to have a larger family or to avoid terminations 
of pregnancy or sterilization operations. During early 
pregnancy valvulotomy might be performed in some 
patients not responding to strict medical management; 
later in pregnancy a conservative approach seemed 
indicated, especially if the cardiac status had not been 
assessed before pregnancy or early in pregnancy. Hemo- 
ptysis or hemoptysis with lung infarction was not an 
indication for surgery. 

T. H. Smartt (New South Wales) presented the obstet- 
rician’s view. He said that advice to the patient was 
given after consideration of the causes, the lesions, the 
functional capacity of the heart, the fertility of the 
marriage, and economic, domestic, psychological and 
religious factors concerning the patient. Of patients with 
heart disease, 90% passed through pregnancy, labour and 
the puerperium without serious trouble. Favourable prog- 
nostic factors were primiparity, grouping in classes 1 and 
2, maintenance of the original grouping, and no history 
of a previous failure in pregnancy. Less favourable 
factors were multiparity beyond the third pregnancy, 
failure during the pregnancy, especially in the first six 
months, and grouping in class 3 or 4, even though recovery 
was prompt. 

Contraindications to pregnancy or continuance of a preg- 
nancy were a second attack of failure (unless in the last 
few months of the pregnancy), marked cardiac enlarge- 
ment not due to aortic regurgitation, pulsus alternans, 
persistent auricular fibrillation, mitral stenosis with myo- 
cardial failure, patent. ductus arteriosus, ventricular septal 
defect and infective endocarditis. Problems to decide were 
whether the patient would survive or would sustain 
increased damage without justification or would be able 
to go into labour safely, and what procedures, drugs and 
anesthetics were best. 


In pregnancy the management was chiefly a matter of 
rest and (according to the classification and cause) diet 
and drugs; the chief drugs were digitalis preparations for 
eardiac insufficiency and failure with irregular rhythm, 
and diuretics of the vasodilator type, such as aminophylline 
and ‘“Mersalyl”’, for patients with cdema and regular 
rhythm. Penicillin was given prophylactically to patients 
with valve damage. 


The three main periods of stress and strain on the heart 
were (i) in early pregnancy with its nausea and vomiting, 
interfering with nutrition; (ii) in the later months (up 
till the end of the eighth) with increasing weight and 
blooG volume and mechanical loads such as hydramnios, 


twins or a large child, interfering with lung movements; 
and (iii) during the unpredictable strain of labour, 
especially in the second and third stages. A woman might 
stand the strain of pregnancy and labour quite well, yet 
suffer severe upset with tachycardia, having a pulse rate 
of 100 to 120 per minute for up to eight hours after an 
easy natural or forceps delivery. A pillow folded double 
and fastened with a firm binder restored most nearly the 
pressure of the pregnant uterus and should be applied 
prophylactically in all cardiac cases to correct any altera- 
tion of intrathoracic mechanics following sudden loss of 
intraabdominal pressure. 

Termination of pregnancy before viability of the foetus 
was best effected by rupturing the membranes, under local 
anesthesia if necessary, and allowing the patient to mis- 
carry without the use of adrenaline or “Pitocin’”. Dilata- 
tion and curettage under local anesthesia of the vulva, 
perineum and parametrial tissues was required in preg- 
nancies up to three and a half months. Interference to 
terminate pregnancy was contraindicated during congestive 
heart failure. Induction of premature labour might be 
performed for obstetric reasons but not for cardiac reasons, 
as little was to be gained from it. 


During labour it was important to watch for changes in 
pulse, respiration rate and blood pressure, as well as for 
venous and pulmonary congestion. The second stage was 
shortened by induction of local anesthesia producing 
relaxation of the perineum with or without episiotomy or 
forceps delivery. If the patient was distressed, the safest 
posture for delivery was the semi-sitting one. Ether was 
likely to irritate the lungs, causing edema. One should 
avoid the use of “Pitocin”’, which contained 5% to 10% of 
vasopressin, with cyclopropane, and the use of adrenaline 
with chloroform, which might cause ventricular fibrillation. 
Nitrous oxide and oxygen was the safest general anes- 
thetic. If shock occurred, its treatment and the posturing 
of the patient varied with the type of cardiac lesion; 
replacement of blood lost must be made slowly and with 
great care to avoid overloading the circulation. Sub- 
cutaneous administration of saline was safe. Cardiac 
patients, no matter how well they appeared to be, should be 
left at rest in the delivery bed for six to twelve hours and 
kept under close observation. Although lactation and breast 
feeding were allowed, the handling of the baby should be 
done by a nurse to save effort, and the period in bed 
should be up to four weeks. <A second pregnancy was 
inadvisable within three years. 


KemMpson Mappox (New South Wales), in opening the 
discussion, referred to the unreliability of statistics in this 
field, and emphasized the importance of a study of each 
patient’s social situation, their age, the stage in the life 
history of their rheumatic lesion, their intelligence and 
their ability to cooperate, as well as their conduct in 
previous pregnancies and their. physical signs. He said 
that heart disease was best managed at a medical clinic, 
where education and regular observations of symptoms, 
body weight and pulmonary signs could be undertaken. 
At the Royal Hospital for Women, Sydney, three maternal 
deaths had occurred in 49 cardiac subjects during the five 
years before the medical clinic was instituted, and there 
had been only one death in 74 cardiac subjects in the 
subsequent five years. All such patients were instructed 
carefully in matters of salt-restriction, rest periods and 
avoidance of heavy physical tasks, and on the prevention 
of anemia and the importance of bed rest for respiratory 
infection. Pregnancy in unfavourable cases in patients 
over the age of thirty-five years with large hearts and 
auricular fibrillation was terminated early, as even if total 
cardiac breakdown was avoided in pregnancy it was more 
than likely to occur in the puerperium or in the months 
following, while systemic embolism was an ever-present 
danger. 

Dr. Maddox thought that the cardiac output increased 
as early as the sixth week, and that congestive failure 
nearly always recurred in subsequent pregnancies. He 
felt that estimations of vital capacity were not of much 














OctToseR 1, 1955 


THE MEDICAL JOURNAL OF AUSTRALIA 


545 





value in a situation of increasing intraabdominal pressure. 
The experience at the Royal Hospital for Women of preg- 
nancy in sufferers from congenital heart disease had been 
fortunate—namely, no maternal deaths in 13 pregnancies— 
but the babies were small and two had died. He felt 
that surgery for coarctation of the aorta in pregnancy 
would be unthinkable and that closure of a patent ductus 
arteriosus would be best deferred. 


In regard to the question of mitral valvotomy versus 
termination, Dr. Maddox agreed that operation on the 
heart valve was rarely justified, except for the patient 
with a small heart and uncontrollable pulmonary cdema 
to whom termination was unacceptable. The literature on 
the subject was still scanty, but among over 300 mitral 
valvotomies at the Hallstrom Institute of Cardiology the 
subjects in six cases were in early pregnancy. Five sur- 
vived the operation, one miscarried two days after the 
operation, and the remainder completed their gestation 
without incident. Five other patients had gone through 
pregnancy successfully subsequent to operation, and others 
were now pregnant and doing well. The risk of operation 
was 3% in favourable cases, which was still higher than 
the maternal risk with the best combined care. The moral 
was to educate women with rheumatic heart disease to 
have their children soon after marriage. 


F. J. Browne (New South Wales) said that the maternal 
mortality in heart disease was about 3% to 5% when the 
patient had had good antenatal care, whereas in emergency 
cases in which the mother had received no antenatal care 
it might be anything up to 70%. Good antenatal care 
involved seeing the patient oftener than usual. She should 
take as much exercise as she could (including housework) 
without distress of breathing, while periods of rest should 
increase as pregnancy proceeded. Anemia should be 
cured, septic foci treated and influenza and respiratory 
infections as far as possible avoided. It was well to put 
the patient to bed for a week or ten days at the thirtieth 
week, when cardiac output was highest, and to admit her 
to hospital for rest two weeks before term. With such 
precautions most patients went to term without trouble 
and had a natural delivery. At each antenatal visit early 
signs of congestive failure should be looked for; if they 
were found, it was well to admit the patient for rest and 
treatment. 


Professor Browne said that serious failure in the first 
four months usually indicated termination of the preg- 
nancy, but he preferred abdominal hysterotomy, not neces- 
sarily followed by sterilization, to emptying the uterus 
from below, as Dr. Small had advised, as the latter could 
de a difficult and shocking procedure, especially after the 
twelfth week. Full consideration should, however, be given 
‘o the possibility of valvotomy in mitral stenosis (which 
onstituted 90% of the cases). If failure occurred in the 
‘atter half of pregnancy, it was generally possible to carry 
he pregnancy to term or until the patient went spon- 
‘aneously into premature labour, which she often did. 
Jelivery in such cases was usually easy. Application of 
orceps when the second stage began should not be routine, 
vut according to indications. A difficult forceps delivery 
‘night cause more strain than a slower natural delivery. 
‘n University College Hospital the forceps rate in cardiac 
iseS was no higher than the general forceps rate for the 
ospital, namely 5%. 


Professor Browne thought that Cesarean section had 
nly a small place in management. It might be chosen if 
-ibour promised for any reason to be difficult, and always if 
iaeé patient could not stand moderate exertion without 
irdiac embarrassment. Pregnancies should be limited to 
vo or three, and, as Dr. Maddox had mentioned, women 
vith heart disease should have their babies early. 


Finally, Professor: Browne emphasized the great import- 
‘nce of consultation and collaboration with the cardiolo- 
ist. One of the great advantages of having a maternity 
ospital as part of a general hospital was that such 
collaboration could be readily obtained. 


SECTION OF MEDICINE, SECTION OF PAXDIATRICS, 
SECTION OF PATHOLOGY, BACTERIOLOGY, BIO- 
CHEMISTRY AND FORENSIC MEDICINE AND 
SECTION OF SURGERY. 


Jaundice. 

A COMBINED MEETING of the Section of Medicine, the 
Section of Pediatrics, the Section of Pathology, Bacteri- 
ology, Biochemistry and Forensic Medicine and the Section 
of Surgery was held to discuss “Jaundice”. 


Liver Function Tests. 

Emity M. A. Day (New South Wales) said that the liver 
function tests in common use could be grouped according 
as they depended on excretory function, carbohydrate, 
protein or fat metabolism, or blood coagulation. As a 
general rule, in obstructive lesions the excretory functions 
were impaired early, while the metabolic functions 
remained undisturbed until the parenchymal cells of the 
liver became diseased; whereas in primary parenchymal 
lesions the reverse applied. None of the tests was 
infallible. Concepts of the normal levels of serum bilirubin 
had changed, and an upper normal limit of one milli- 
gramme per centum was now accepted, while two miili- 
grammes per centum could be present without frank 
jaundice. Hepatitis and cirrhosis without jaundice were 
quite common. The degree of jaundice depended on the 
amount of obstruction present, and it might not occur if 
some healthy parenchyma remained in action. 


The serum alkaline phosphatase level usually rose higher 
in obstructive than in parenchymal disease, but it could 
also be raised in Paget’s disease of bone. 


Alterations in carbohydrate mechanism in 
cirrhosis were common, as was glycosuria. 

The serum protein level might be lowered in cirrhosis, 
especially with ascites, because of the great loss of protein 
in the ascitic fluid and the difficulty experienced by a 
cirrhotic liver in replacing it. Flocculation tests varied, 
giving paradoxical results even in liver disease, and might 
give positive results in gastro-enteritis and some _ skin 
conditions. . 


A new test to determine ammonia levels in the blood, 
while difficult to perform, offered promise of help in the 
diagnosis of hepatic cirrhosis, since the ammonia level in 
that condition was said to be high, with a still higher rise 
before the onset of stupor and coma. 


hepatic 


Liver Biopsy in the Investigation of Jaundice. 


V. J. McGovern (New South Wales) discussed the indica- 
tions for liver biopsy in hepatocellular disease and in 
obstructive disorders when the clinical and biochemical 
findings were inconclusive. He pointed out that liver 
biopsy was a surgical procedure, which required the same 
precautions as were observed in any other surgical measure 
in the presence of jaundice. It should be performed only 
if the results of other simpler tests had proved incon- 
clusive. 


Obstructive Jaundice. 


J. B. G. Murr (Tasmania), in a paper on obstructive 
jaundice, said that in ordinary surgical practice the con- 
dition was usually caused (i) by gall-stones impacted in 
the common bile duct (25%); (ii) by growths invading or 
compressing the common bile duct, and usually arising in 
the pancreatico-duodenal region, but occasionally by 
enlarged lymph glands, caused by inflammation, metastatic 
growth or lymphadenoma (30%); (iii) by obstruction of 
the duct caused by fibrous stricture (resulting usually from 
past surgical trauma), invasion of the duct by parasites 
et cetera (for example, hydatids) or compression by 
chronic pancreatitis (10%). 


The diagnosis was usually indicated by the case history. 
Obstruction by gall-stones was suggested by a long history 
of indigestion and flatulence, culminating in jaundice 
accompanied by pain, often intermittent in character, 
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When obstructive jaundice was caused by growth, the 
onset was sometimes relatively painless and the jaundice 
progressively intense, with pruritus a prominent symptom. 
Pain, however, was always present to some degree and was 
quite typical in its distribution. In addition, bowel changes 
and the presence of blood in the stools were very suggestive 
of the diagnosis. 

In cases of obstructive jaundice due to duct stricture 
there was always a history of a past operation for gall- 
stones during which some difficulty was encountered, or of 
a stormy convalescence following drainage of the common 
bile duct. 

The rupture of hydatid cysts deep in the liver into large 
branches of the hepatic ducts was an uncommon but quite 
typical cause of obstructive jaundice in Australia. 

The treatment in all cases was by surgical intervention 
after appropriate pre-operative treatment to counter any 
liver failure or bleeding tendency that might be present, 
depending on the length of obstruction and any accompany- 
ing cholangitis. 

Stones in the common duct were best avoided by early 
operations for gall-stones and the exploration of the 
common bile duct in all cases in which their presence was 
suspected, even without jaundice. When choledochotomy 
was performed, complete patency of the ampulla must 
be ensured either by dilatation or by transduodenal 
sphincterotomy, and the duct should always be drained. 
Operative and post-operative cholangiography were of assis- 
tance in verifying any persisting obstruction. When 
obstructive jaundice was due to growth, the prognosis was 
always poor, 70% of cases being inoperable when the 
patient was first seen. In good hands, pancreatico-duodenal 
resection carried with it a 17% mortality, and in the 
average case the patient lived up to two years from 
operation, although latterly much better survival rates (up 
to five years) had been published. 


Bile duct strictures were best avoided by care; but if 
they occurred through trauma, they were best repaired by 
axial union of the common duct—after careful identifica- 
tion and dissection, over a T-tube. If that was impossible, 
union of the proximal end of the duct to a loop of jejunum 
about 18 inches from the duodeno-jejunal flexure was 
preferable to cholecysto-duodenostomy or union over a. 
vitallium tube. 

Liver failure was the ultimate risk in all cases of obstruc- 
tive jaundice, and its development was greatly hastened by 


attacks of cholangitis. 
Medical Aspects of Jaundice, 


W. E. Kine (Victoria) read a paper entitled “Medical 
Aspects of Jaundice”. He said that as well as having to 
decide on diagnosis and medical treatment, the physician 
would be called on to decide, with the surgeon, on the 
need for operation, and to help with the preparation and 
after-care of the patient. A difficulty arose when patients 
with incorrectly diagnosed infectious hepatitis were sub- 
jected to laparotomy. The history of the case was most 
important; in particular, pain could be misleading, 
especially as, contrary to the usual teaching, carcinoma of 
the pancreas could cause pain—not often colicky, but deep, 
poorly localized, and boring through to the back; also pain 
did occur in hepatitis. Hepatomegaly was unusual in gall- 
stone obstruction but common in carcinoma of the 
pancreas. An enlarged spleen usually indicated a hepato- 
cellular origin for jaundice, but many ex-servicemen had 
enlarged spleens following repeated attacks of malaria, 
and leuchemia and allied diseases should not be forgotten. 
Cholangiolitic hepatitis presented a difficult diagnosis, 
rarely resolved without laparotomy. 


There was no substitute, in treatment, for bed rest; 
choline and methionine gave no help; diet was important, 
carbohydrate being most important. Preparation for 
operation needed great care, with intravenous administra- 
tion of dextrose, blood transfusion if anemia was present, 
and the exhibition of antibiotics and vitamins B, C and K. 
Post-operatively, glutamic acid, achromycin and cortisone 
all had a place, and the insidious biliary leak or intra- 








abdominal hemorrhage should always be considered if post- 
operative collapse occurred. 


Jaundice in the Newborn. 

S. E. J. Rosertson (New South Wales) discussed 
jaundice in the newborn. He said that in his paper an 
attempt had been made to emphasize the main points in 
the diagnosis of the common causes of jaundice in the 
newborn. Jaundice was a very important sign if it appeared 
in the first two days of life, as it then nearly always 
indicated hemolytic disease of the newborn. If it appeared 
in the first twelve hours, rhesus incompatibility was almost 
certainly the cause, and exchange transfusion should be 
carried out with all possible speed. All those concerned 
with the care of the newborn should regard jaundice as 
most important. Ante-natal rhesus blood grouping of the 
mother, and, if the status was found to be Rh-negative, 
estimation of her anti-rhesus agglutinins, should be a 
routine procedure in all second pregnancies and when the 
mother had received blood parenterally. Hemolytic disease 
of the newborn due to ABO incompatibility was more 
common than rhesus incompatibility, but caused a milder 
form of the disease. Exchange transfusion was occasionally 
necessary. Physiological jaundice of the newborn was 
very common and of very little importance in the full-term 
infant. It became progressively more severe with lower 
birth weights, and the serum bilirubin might reach 
dangerous levels. It was recommended that a premature 
infant in fair condition, whose serum bilirubin level 
exceeded 20 milligrammes per 100 millilitres, should have 
exchange transfusion performed through the great 
saphenous vein by someone reasonably experienced in that 
technique. Congenital atresia of the bile ducts was the 
commonest cause of prolonged jaundice in early infancy. 
As a rule the clinical pattern was that of increasing 
jaundice and pale stools which did not vary. Nutrition 
remained good for some months, and although cirrhosis of 
the liver developed, it caused no permanent defect if 
obstruction could be relieved. In view of that fact, and 
because the condition could be very similar to prolonged 
jaundice due to blockage with inspissated bile, it was wise 
to defer exploratory operation until the age of two months. 
Operative relief of obstruction was possible in about 20% 
of cases, but the operative mortality was high. Prolonged 
jaundice might result from blockage of the bile ducts by 
inspissated bile following untreated or insufficiently treated 
hemolytic disease of the newborn. The jaundice was not 
severe and the serum bilirubin level not high, but signs 
might continue for four months. All patients recovered 
witb normal liver function. A similar but more severe 
condition might be due to inspissated bile blocking the bile 
ducts in infants who had bile ducts of narrow calibre, poo 
liver function and dehydration. The last-mentioned con- 
dition might need exploratory operation and irrigation o/ 
the affected ducts for diagnosis and relief of the jaundice. 

Dr. Robertson then described a few features of virus 
infections which caused jaundice, including virus hepz 
titis, generalized cytomegalic inclusion body disease ani 
generalized infection with the virus of herpes simples 
He said that septicemia might cause jaundice, and neede:'! 
a blood culture for diagnosis. Syphilis was an unlikel: 
cause of jaundice in the newborn, and a positive respons 
to the Wassermann test should not prevent a search fo 
other conditions. Galactosemia caused jaundice, failur 
to thrive, vomiting, hepatomegaly and _ splenomegal:. 
Galactose was found in the urine, and the condition wa; 
relieved by a lactose-free diet. Untreated patients develope: 
cirrhosis of the liver, mental retardation and cataracts. J 
conclusion, Dr. Robertson briefly mentioned familial no»- 
hemolytic jaundice, congenital malaria and annuler 
pancreas as causes of jaundice in the newborn. 


Observations on Patients with Obstructive Jaundice. 

F. F. Runotet (New South Wales) read a paper entitle: 
“Some Observations in Patients with Obstructive Jaundice ’. 
He said that even with complete obstruction of the bi’? 
passages, excretion of bilirubin in urine and other fluics 
finally reached a high level and produced equilibrium; tl:e 
concentration of bilirubin in the serum of a patient wih 
complete obstruction was often the same as that in bile 
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itself. After relief of obstruction, the serum bilirubin 
level fell sharply for forty-eight hours and then rose, 
probably as a result of hemoglobin breakdown following 
surgical procedures; thereafter it fell rapidly for a week, 
then more slowly. 


Dr. Rundle pointed out that the true volume of bile 
secreted in health could not be measured, but an estimate 
of bile loss through a fistula or drainage tube must be 
made, so that fluid and electrolyte imbalance could be 
corrected. Losses of wafer and electrolytes in bile were of 
the same order of magnitude as those in continuous post- 
operative gastric aspiration; loss of base predominated, 
hence acidosis tended to develop after choledochostomy, 
with progressive anorexia, mental depression; torpor, 
dyspnea and syncopal attacks, The anorexia could initiate 
a vicious circle of sodium deficiency; possibly those effects 
had been a common cause of deaths some two to three 


weeks after biliary surgery. 


Discussion, 


Cc. R. B. BLackspuRN (New South Wales) said that the 
obtaining of normal results from flocculation tests on 
patients with obstructive jaundice could give rise to a 
false sense of security with regard to hepatic compensation. 
The results of the tests might become strongly positive 
after the relief of obstruction and be indications of 
parenchymal damage which had been previously unsus- 
pected. That phenomenon could also lead to confusion in 
the differential diagnosis of obstructive jaundice and 
parenchymal cell damage. The depression of flocculation 
test findings could be demonstrated in vitro by mixing 
serum from a patient who had positive findings in floccula- 
tion tests with serum from a patient suffering from obstruc- 
tive jaundice. Paper electrophoresis had one of its few 
applications in liver disease in patients with obstructive 
jaundice, as the serum y globulin was not depressed. 


ELIZABETH TURNER (Victoria) said that Dr. Robertson’s 


‘paper was excellent, but two of the tests advocated by Dr. 


Robertson seemed to her non-essential for practical pur- 
poses of treatment. The first was blood typing and Rh 
grouping of the husband, which was useful only for 
prognostic purposes. The second was the Coombs test, 
which gave only the confirmatory diagnosis in the case 
of Rh incompatibility, but was useless in ABO disease, 
and would not be required to give positive findings before 
active treatment was undertaken. Dr. Turner then com- 
mented on the incidence of severe jaundice due to ABO 
incompatibility, which she said occurred once in every 
thousand births, in contradistinction to icterus gravis due 
to Rh incompatibility, which occurred once in every 200 
births (from figures recently determined at the Queen 
Victoria Memorial Hospital, Melbourne). Dr. Turner said 
that neo-natal jaundice due to hepatitis was in her 
experience more common than jaundice due to obstruction 
o? the bile ducts, and presented a difficult diagnostic 
problem, in that liver function tests in the newborn were 
n°v‘oriously unreliable, and the treatment in both con- 
ditions was diametrically opposed—operation was indicated 
for obstruction of the bile ducts, but was definitely contra- 
in«ieated in infectious hepatitis. Dr. Turner also mentioned 
th unreliability of the critical level of 20 milligrammes 
of serum bilirubin per 100 millilitres in the premature 
in‘ant. Inf her experience kernicterus had occurred at 
m:ch lower levels. Commenting on the paper by Dr. Day, 
D: Turner said that, although determination of the type 
oi bilirubin, whether “direct reacting” or “indirect 
re:sting”’, might not be of significance in jaundice of the 
lt, in the newborn it was of great significance, as there 
Wes evidence to show that kernicterus was produced by 
the “indirect-reacting” type of pigment, and that the 
-vebral tissues of the newborn showed no affinity for even 
“h concentrations of the “direct-reacting” pigment. 


‘TANLEY GOULSTON (New South Wales) said that Dr. 
’s paper on the liver function tests was a practical 
vey of the tests most useful to the clinician. With 
ird to experience of the tests, Dr. Goulston said that he 
°¢ found that the very high serum bilirubin levels were 
‘.n associated with hepatitis rather than obstruction. 


He had found flocculation tests to be normal in some types 
of hepatitis, particularly the toxic group due to “Atophan”, 
“Largactil” et cetera. He was not satisfied that the 
flocculation tests remained normal in infective hepatitis, 
unless perhaps the disease was fulminating. He also had 
seen patients with hepatitis in whom the response in the 
flocculation test findings might remain raised for very 
long periods after apparent clinical return to health. He 
considered that the prognosis in such cases was good, but 
was more concerned if the response in the zine sulphate 
flocculation test remained raised. He had found the zine 
sulphate flocculation test to be useful in cases of cirrhosis 
of the liver, when the response was generally raised, but 
he had encountered cases of cirrhosis with a normal 
response to flocculation tests. In such cases the plasma 
protein level was generally low. He had found the 
bromsulphthalein excretion test of value, particularly after 
hepatitis with persisting symptoms, and he was not sure 
whether those symptoms were hepatic or neurotic in origin. 
He had found that alkaline phosphatase levels over 100 
King-Armstrong units in the absence of bone disease might 
be associated with carcinoma of the bile-duct system, In 
carcinoma involving the liver in non-jaundiced patients he 
had found alkaline phosphatase and bromsulphthalein 
values both raised. He had considerable difficuty in inter- 
preting liver function tests in hydatid disease when leak 
occurred into the bile-duct system. He agreed with all 
that Dr. McGovern had said about needle biopsy studies, 
but stressed the danger of liver biopsy in obstructive 
jaundice, particularly if it was long standing with dilata- 
tion of the bile ducts. 





SECTION OF MEDICINE AND EXPERIMENTAL MEDI- 
CINE AND SECTION OF PATHOLOGY, BACTERIOLOGY, 


BIOCHEMISTRY AND FORENSIC MEDICINE. 


Modern Concepts in Hzematology. 

A COMBINED MEETING of the Section of Medicine and 
Experimental Medicine and the Section of Pathology, Bae- 
teriology, Biochemistry and Forensic Medicine was held to 
discuss “Modern Concepts in Hematology”, 


The Hamorrhagic Diseases. 


H. N. Rosson (South Australia) read a paper entitled 
“The Hemorrhagic Diseases”. He said that much recent 
work on that subject gave valuable information about the 
normal processes of hemostasis, and from that point of 
view there were three main components involved: the 
intrinsic coagulation mechanism of the blood, the blood 
platelets and the blood vessels. The present view of 
coagulation considered three stages: the formation of 
active plasma thromboplastin, which involved at least 
seven different factors and took from two to five minutes 
to complete; the conversion of prothrombin to thrombin 
by the action of thromboplastin with the involvement of at 
least four more factors; and the conversion of fibrinogen 
by thrombin into fibrin, with at least one more factor 
involved. At each stage there might be inhibiting factors 
present, so that disorders might be due to absence of a 
contributory factor or to an excess of an inhibitory factor. 
Thus, in hemophilia, absence of antihemophilic globulin 
was responsible; in Christmas disease the Christmas factor 
was absent from the a and f globulin fractions of plasma; 
those were genetic deficiencies. Others might be inherited 
or acquired. 


Professor Robson explained that tests measuring whole 
blood clotting were of little value; the thromboplastin 
generation test, the thrombin generation test and the 
prothrombin consumption tests gave much more useful 
information and enabled accurate treatment to be given. 

Speaking of platelets, Professor Robson said that while 


they made important contributions to the coagulation 
mechanism, a deficiency in their numbers caused poor clot 


retraction, prolonged bleeding time and increased capillary 
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fragility. Much more work needed to be done on platelets. 
The active role of blood vessels, especially of the capillaries, 
had not yet been fully elucidated; defects in capillary 
permeability and fragility were also involved, including 
the action of the intercellular cement and the platelet-like 


action of capillary endothelial cells. 


Immune Mechanisms in Hematology. 


RALPH READER (New South Wales), in a paper on 
“Immune Mechanisms in Hematology”, said that there 
were three types of immune hemolysis in man: that due 
to incompatible transfusion involving naturally occurring 
isoagglutinogens and isoagglutinins, that due to immuniza- 
tion with Rh-positive cells, and that associated with auto- 
immunization against the individual’s own cells. The 
last-mentioned was operative in acquired hemolytic 
anemia of immune type. Evidence that it was in fact 
an immune process was (i) the decreased survival of trans- 
fused normal cells, (ii) the demonstration of hemolysins 
and hemagglutinins in the serum of patients, (iii) the 
demonstration of antibodies on the patient’s cells by the 
Coombs test, and (iv) the demonstration of complement 
depletion in the patient’s blood. 

Dr. Reader said that continuing hemolysis in such 
patients reflected continuing antibody formation. Splenec- 
tomy produced a remission but whether or not it was by 
affecting antibody formation was uncertain. Cortisone 
might also produce a remission. Its mode of action was 
discussed. Dr. Reader said that of the three possible 
mechanisms, prevention of antibody formation, prevention 
of antigen-antibody reaction and anti-inflammatory effect, 
its most likely role in acquired hemolytic anemia was the 
first. Because of its inconsistent effect in suppressing 
antibody formation large doses over a prolonged period 
were indicated. 

Dr. Reader went on to say that the concept of platelet 
and leucocyte antibodies had grown from the observation 
of thrombocytopenia and leucopenia occurring in patients 
with acquired immune hemolytic anemia. Both types of 
cell had been shown to be antigenic in the experimental 
animal. Sera from patients with both diseases had been 
shown to agglutinate the corresponding cells of normal 
subjects in vitro and to produce thrombocytopenia or 
leucopenia in vivo. The immunological mechanisms 
responsible were still in the speculative stage. 


The Therapy of Leuchemias. 


I. S. Cortins (New South Wales), in a paper on “The 
Therapy of Leuchemias”, said that the treatment of choice 
for chronic leuchemia was deep X-ray therapy. The 
following other agents were used: (i) Radioactive phos- 
phorus, the effects of which were analogous to those of 
radiotherapy. It was effective for chronic leuchemia. 
(ii) Urethane, which was of moderate benefit in early 
cases of chronic myeloid leuchemia. (iii) Nitrogen mus- 
tard, which combined with carboxyl and amine groups of 
proteins and interfered with enzymes and chromosomes. 
It was given intravenously in a rapidly running saline. 
It was effective for chronic lymphatic leuchemia and to a 
certain extent for chronic myeloid leuchemia. (iv) TEM, 
which was unstable in acid solutions. It was given by 
mouth and was the agent of choice for chronic lymphatic 
leuchemia when it had become refractory to radiotherapy. 
(v) “Myleran”’, which was the agent of choice for chronic 
myeloid leuchemia when it had become refractory to radio- 
therapy. (vi) “Aminopterin”, which was an antimetabolite 
which interfered with the formation of nucleoprotein, 
since it was a folic acid antagonist. It was very effective 
in producing remissions in acute myeloid and lymphatic 
leuchemia, but was very toxic. (vii) ACTH and cortisone, 
which were very useful in producing remissions in acute 
leuchemia. (viii) Mercapto-purine, which was an anti- 
metabolite which antagonized purines. It produced 
remissions in acute leuchemia and was less toxic than 
“Aminopterin”. Other agents also were briefly mentioned 


by ‘Dr. Collins. 








The Enlarged Spleen and the Hypersplenic Syndrome. 
G. C. pe Grucuy (Victoria), in a paper entitled “Signifi- 
cance of the Enlarged Spleen and Current Ideas of the 
Hypersplenic Syndrome and its Treatment by Splenec- 
tomy”, said that the function of the spleen in man was 
not fully understood, but nevertheless the following func- 
tions could be recognized: (i) the storage of blood, (ii) 
the formation of antibodies, (iii) the removal of aged and 
damaged cells from the circulation, (iv) the regulation 
of blood production, and (v) the production of blood cells. 
Splenectomy in normal man was followed by certain 
characteristic changes. Those wére a slight increase in the 
red cell count, thinning of the red cells and hence the 
appearance of target cells in the blood film and an 
increased resistance to hemolysis by hypotonic saline, the 
presence of red cell nuclear remnants (Howell-Jolly bodies 
and Cabot rings), slight increase in reticulocytes, some- 
times the appearance of nucleated red cells, and the appear 
ance of siderocytes (red cells containing iron granules) 
Marrow regeneration in response to increased demand 
(for example, following hemorrhage or hemolysis) was 
accompanied by. a marked outpouring of nucleated red 
cells into the peripheral blood and the appearance oi 
myelocytes. The red cell count returned to normal, bui 
the target cells and Howell-Jolly bodies might persist fo: 
many years. There was also a temporary sharp increas« 
in the number of white cells and platelets. Those observa- 
tions suggested that the spleen played a part in the contro! 
of the maturation and release of cells from the marrow 
and modified red cell shape. 

The syndrome of hypersplenism was conceived of as i 
functional hyperactivity of the spleen whereby the chroni 
cally enlarged spleen caused anemia, neutropenia and 
thrombocytopenia, either singly or in combination. Splene: 
tomy was followed by return of the blood picture to 
normal. There had been much discussion on the mechanism 
by which the spleen brought about the reduction in the 
number of cells in the peripheral blood. One school postu- 
lated that there was an abnormal sequestration of cells 
in the splenic pulp, where they were phagocytosed ani 
destroyed, and suggested that the abnormality of spleni: 
function was an exaggeration of its normal role in the 
removal of aged blood cells. The other school postulate: 
that the spleen by a hormonal mechanism inhibited the 
release of mature cells from the marrow, and sometimes 
arrested the maturation of the developing merrow cells. 
Analysis of available evidence suggested that _ bot! 
mechanisms operated, the emphasis varying from case to” 
case. Hypersplenism usually resulted from splenomegaly 
secondary to some well-defined disorder—secondary (sym})- 
tomatic) hypersplenism; but occasionally no cause for tlc 
splenomegaly could be found—primary hypersplenism. !1 
most cases of apparent primary hypersplenism on su!)- 
sequent follow-up evidence was found of an underlying 
disease which had not been obvious at the time of present:- 
tion. The causes of secondary hypersplenism were: (i) 
portal hypertension with congestive splenomegaly (Bantis 
syndrome); (ii) malignant lymphomata—lymphosarcom,, 
Hodgkin’s disease, benign follicular lymphoma, reticulo- 
(iii) rheumatoid arthritis (Felty’s syndrome: 


sarcoma; 
(iv) lipoid storage disease (Gaucher’s disease); (\‘) 
Boeck’s sarcoidosis; (vi) kala azar, chronic malari:l 
splenomegaly; (vii) chronic infections (syphilis, tuber- 
culosis). 


The four diagnostic criteria laid down for hyperspleni:'n 
were: (i) a peripheral blood picture of anemia, neut:0- 
penia and thrombocytopenia, either singly or in combi? a- 
tion; (ii) a normally cellular or hypercellular bone 
marrow; (iii) splenomegaly; (iv) return of the peripheral 
blood picture to normal following splenectomy. In cul- 
sidering the diagnosis of hypersplenism as a cause ‘or 
reduced cell count in a patient with splenomegaly, two 
facts must be borne in mind: (i) that the association of 
splenomegaly with the reduction of one or more formed 
elements occurred in a number of disorders other than 
those causing hypersplenism—for example, in lujus 
erythematosus, subleuchemic leuchemia, subacute bactei ial 
endocarditis and chronic brucellosis; (ii) in diseases 
known to cause hypersplenism a similar blood pict:re 
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might be brought about by an entirely different mechanism, 
and hence it was not corrected by splenectomy. Thus in 
patients with malignant lymphoma a pancytopenia from 
marrow infiltration was frequent in the advanced stages, 
and indeed was a much commoner cause of pancytopenia 
ihan was hypersplenism, which was relatively uncommon. 


. Discussion. 

T. I. Ropertson (New South Wales) said that in the 
patient with splenomegaly, when some or all of the blood 
-ells were reduced in number, one had to decide whether 
hemolysis was occurring and whether the cytological 
depression was part and parcel of the disease itself or 
was caused by the enlarged spleen. Hemolysis could be 
excluded by appropriate laboratory tests, of which estima- 
tion of the survival time of the red cells was the most 
important. The second question was more difficult to 
unswer, especially in the malignant lymphomatous diseases 
and in myelosclerosis, when bone marrow depression 
might be caused by. infiltration with abnormal tissue and 
by therapy. It was often exceedingly difficult to decide 
which factor was playing the greatest part. Trephine 
biopsy of the bone marrow was sometimes helpful in 
showing marrow infiltration, but personally Dr. Robertson 
had found that neither trephine nor aspiration nor X-ray 
examination of the skeleton enabled an answer to be given 
with any certainty. It seemed possible that cortisone, a 
substance capable of causing leucocytosis and increase in 
platelets, might be used in that connexion to determine 
whether marrow function was temporarily or permanently 
depressed. Dr. Robertson wondered if Dr. de Gruchy 
would comment on that. 

Dr. Robertson went on to say that Dr. Collins had sur- 
veyed treatment in leuchemia in a hopeful fashion. Dr. 
Robertson felt that optimism was justified, as never before 
had such striking advances and rapid excursions been 
made. Advance in therapy appeared to be due to two 
causes—to the entry into the field of the theoretical 
biochemists, and to the development of substances of 
increasing tissue specificity. Purely by structural formule 
it was now possible to predict that many substances would 
have a depressant effect on hzmopoietic tissue and to 
manufacture similar, closely analogous substances. Those 
chemicals could be tried on leuchemias and tumours in 
mice before undergoing human trial. As an example of the 
increasing selectivity of those chemotherapeutic agents 
ons might quote triethylene melamine, which was depres- 
sant to all blood cells; ‘Myleran’, which exerted its 
greatest effect on the myeloid series, but which might 
also depress the production of erythrocytes and thrombo- 
cytes; and now colchicine derivatives, which appeared to 
affect the myeloid series alone. 

In acute leuchemia Dr. Robertson felt that the position 
Wa- still desperate. Probably cortisone was the most 
usetul drug, in that it sometimes slowed progress of the 
dis:zse and at least caused useful euphoria in the dis- 
tressing terminal stages. In chronic leuchemia the lesson 
to 'c learnt was not that one substance was better than 
oth«rs, but that the best results were obtained by using 
the different agents as the stage and type of the disease 
indicated, rather than necessarily maintaining the same 
the:spy throughout. In that way one could delay the 
ine: itable onset of total therapeutic resistance. 

Trning to the hemorrhagic diseases discussed by 

iessor Robson, Dr. Robertson remarked on the condition 
“cute defibrination of the blood due to fibrinolysins, 
h was being encountered with increasing frequency. 
‘aid that most examples had occurred in patients who 
‘ had difficult traumatic confinements, especially with 
‘oplacental hemorrhage and placenta previa, and in 
‘ents who had had lung operations involving extensive 
ural stripping. Approximately one such case was diag- 
‘d each month in Sydney, an incidence which placed 
lisorder high on the list of the rarer hemorrhagic 
isccses. It could be quite rapidly fatal if not diagnosed. 

/inogen was available for treatment, however, and was 

‘vkably effective. Dr. Robertson asked Professor 

‘son if he had encountered the condition with any 

leney. 


R. J. WALSH (New South Wales) said that during the 
past ten or fifteen years great advances had been made in 
hematology, and the four speakers had told of some of 
those advances. During the same period hematology had 
become a meeting ground for clinical medicine, laboratory 
medicine, physiology, biochemistry, serology, immunology 
and anthropology. In no other field of medicine was such 
a close liaison necessary between the clinician and the 
laboratory worker. The best results were undoubtedly 
obtained when the clinician did at least some of his 
laboratory work and the laboratory worker left his bench 
for the bedside. Because of those considerations it was a 
pity that the symposium should have been so brief and 
so restricted. 


Dr. Walsh went on to say that Professor Robson had 
demonstrated the complexity of blood coagulation, but had 
also shown that it was possible to define the hemorrhagic 
disorders and to treat each specifically. The concept of 
auto-immunization discussed by Dr. Reader was an 
interesting phenomenon, which, as he had stated, was not 
confined to hematology. It might be of importance in 
relation to kidney, heart and collagen tissues. What was 
the mechanism by which a normal tissue became antigenic 
in the body? Was it an enzymotic change of the tissue 
or was it a conjugation of normal tissue with a foreign 
protein? Dr. Collins in his survey of the modern therapy 
of leuchemia had clearly shown that it was directed 
towards prolonging life. As he had said, there was still 
no cure for the condition. One might perhaps be pardoned 
if one questioned whether the right approach was being 
made. All modern therapy was directed towards retarding 
the rapid proliferation of the leuchemic cells, but made 
no attack on the cause of that proliferation. In other 
words, the cause of leuchemia was still unknown, and it 
was probable that no real advance in therapy would be 
possible until a lead to the etiology was obtained. Any 
contribution towards the elucidation of that major problem 
was worth more than the introduction of many palliative 
drugs. Particularly noteworthy in recent years was the 
work of Ludwig Grosse on mouse leuchemia. 


Dr. Walsh said that Dr. de Gruchy had made it clear that 
knowledge of the physiology and pathology of the spleen 
was still incomplete. The diagnosis of hypersplenisnr’ 
could be made with certainty only after splenectomy. 
However, the risks of splenectomy were now minimal, 
and the operation would seem to be justifiable in 
patients with refractory or “aplastic” anemia when it 
was apparent that a “transfusion” life was inevitable. 
The possibility of curing the anemia was often slight, 
but occasionally splenectomy had a dramatic effect. 


M. JosEPpH (New South Wales) asked Professor Robson 
if he would comment upon a circulating antithromboplastin 
which had been detected by Dr. Reader in a patient who 
developed hemorrhages into muscles several months after 
childbirth. 

M. O. McKinnon (New South Wales) asked whether Dr. 
Reader thought that microcytic anemia of obscure origin 
could be due to an auto-immune reaction. 


C. R. BLAcKBURN (New South Wales) asked Dr. Reader 
whether he thought that a positive response to the Coombs 
test was indicative of the presence of hemolysis or whether 
it simply indicated the presence of an antibody reaction. 
Dr. Blackburn also asked Dr. de Gruchy whether he would 
comment on the report that he had seen that the shielding 
of the appendix of mice from irradiation had a similar 
protective effect against pancytopenia. 


Professor Robson, in reply, said that he noted the 
increasing number of reports of fibrinolytic states and the 
obvious necessity for their detection, in view of the satis- 
factory treatment of the condition with fibrinogen. In 
reply to Dr. Joseph, Professor Robson said that he had 
no knowledge of spontaneous antithromboplastin, and 
suggested that a search be made for some underlying 
condition such as a collagen disease—for example, dis- 
seminated lupus erythematosus. 


Dr. Reader, in reply, said that he had noted the difficulty 
of proposing a definite basis for the auto-immune reactions. 








550 THE MEDICAL JOURNAL OF AUSTRALIA 








OcToBer 1, 1955 





He thought that in the diseases concerned, any alteration 
of the physico-chemical relationship of glucoproteins might 
result in the formation of hapten-like junctions between 


cell proteins. In reply to Dr. McKinnon, Dr. Reader said 
that he did not think such an auto-immune reaction would 
be likely to play a part in the production of a microcytic 
anemia. In reply to Dr. Blackburn, Dr. Reader said that 
he preferred to keep an open mind on the interpretation 
of the result of the Coombs test. 

Dr. Collins, in reply, said that he agreed with Dr. 
Robertson that any antileuchemic agent probably should 
not be used for a long time. He welcomed Dr. Walsh’s 
suggestion that the treatment of leuchemia was as yet 
only palliative. 

Dr. de Gruchy, in reply, said that he recognized the 
difficulty of diagnosing “hypersplenism” in the presence 
of the malignant lymphomata, and thought that a good 
deal of marrow depression was the result of involvement 
by tumour tissue. In reply to Dr. Blackburn, Dr. de 
Gruchy said that extract of bone marrow and also embryo 
extracts would produce the same protective effect, to a 
lesser extent, as shielding of the spleen. 


(To be continued.) 


_— 
— 





Correspondence. 





“CHRONIC INTERSTITIAL MASTITIS.” 





Sir: May I inquire through your journal the present 
status of hormonal therapy in the treatment of “chronic 
interstitial mastitis’, the preparation best suited and the 
dosage recommended. Secondly, I was wanting to inquire 
regarding recent views on the relationship between “chronic 
interstitial mastitis” and carcinoma of the breast. 


Yours, etc., 
“Waverley”, E. A. WADE. 
Duncan Street, 
Birchip, 
Victoria. 
Undated. 





THE RONTGEN ORATION. 





Sir: I have studied with interest the correspondence to 
which my R6ntgen oration has given rise, and am glad, so 
to speak, 

that my weak words 
Have struck but thus much show of fire from Brutus. 


It at least shows us where we are. But perhaps the 
correspondence has drifted somewhat from the original 
thesis, which it might be profitable to restate. For a variety 
of reasons the mind of man today suffers an insurrection, 
the result on the one hand of the failure to find any unifying 
principle which can give direction to the multiplicity of 
specialization and on the other of the divorce between 
religious and _ scientific thinking. My opponents have 
fastened on the second of these two causes and have 
endeavoured to discount it by the assertion that all religious 
thinking is nonsense. This at least is Dr. O’Day’s contribu- 
tion to the problem, though Dr. Macdonald’s is more interest- 
ing and profitable. But, even if he is right—perish the 
thought!—the existence of the divorce remains factual and 
disastrous, while no one has denied the other cause to 
which I have attributed the age’s intellectual disquiet. Can 
materialism of its own resources discover a_ unifying 
principle which will satisfy the needs of the time? If an 
answer to the question “why?” is necessary to our peace of 
mind, can science alone give the answer to it as well as to 
the question “how?” I do not think so, and I believe that 
most scientists today would agree with me. 


The fact remains that men’s minds are unsettled, and it 
is desirable that we should think out the reason for the 
unsettlement and endeavour to resolve the problem. As I 
stated in the original address, I make no claim to have 
either the equipment or the time to do. more than suggest 
a possible line of thought as a solution. The possibility that 
“Purpose” will provide the answer does demand a teleological 
conception of the universe, and this conception is consonant 





surely with scientific and religious thinking. Heresy is only 
dogma which does not fit all the facts. While it is true 
that religious thinking may need continually to adjust itself 
to the new discoveries of truth through scientific thought, 
the same is true of scientific thinking itself. There is no 
discovery which has threatened the fundamentai truths of 
Christian thought, nothing, for example, and particularly, 
to threaten the belief that man’s purpose in life is to grow 
nearer to the stature of the perfect man as revealed to us in 


Christ. 


Yours, etc., 
The Old Rectory, J. R. DARLING. 
Trinity, 
Ipswich, 
England. 


September 15, 1955. 
[This correspondence is now closed.—EbIToR.] 





PRACTICAL RESEARCH ON MUSCLES: THE 
“MYOLOGIA PRACTICA”. 





Sir: The mass examinations accomplished during previou: 
decades, concerning certain matter of details of the mus- 
cular structure and function, disregarded almost entirely 
examination of the most important practical questions. Th« 
wide spreading theoretical examinations, however, only pro- 
duced inconsiderable results transmissible for practical use. 
The obvious general neglect of the significance concerning 
musculature and muscular function thus seems to prove 
that the muscular examination up to date does not afforii 
sufficient base for practical use. This fact is emphasized 
increasingly by the newer literature also, and_ this 
encouraged us a few years ago to start examinations of 
practical muscular function by means of new measuring 
instruments of muscle condition. 

In the previous years we gave numerous reports throug! 
lectures and articles of the results of our practical muscle 
examinations, and the many inquiries received from every 
part of the world made it necessary to organize a wider 
development of the works ccencerning the “Myologi: 
practica”, as a result of which the world’s first practical 
muscle examination laboratory commenced its activity in 
Budapest in May, 1955. Beside continuing muscle examini- 
tions already started, we have undertaken to annual'ly 
collect, look through and arrange the usable results con- 
cerning the practical researching of muscles, in order to 
give a general view of the advancement of the widespread 
work up to date, and we wish to draw resolute attention to 
the most important as well as urgent tasks solvable. This 
work we wish to perform partly from medical periodicais, 
abstract journals, monographs, and partly from reprints 
sent us by the authors themselves. This is the reason why 
it is necessary to emphasize that this work does not localize 
at all on to the muscles. The “Myologia practica” is based 
on the results of the general and special muscle physiology, 
and it introduces a new trend in the synthetic research—thit 
is, to extend the biological, biochemical, biophysical and 
pathological knowledge, through the analysis of the musculur 
examinations, to the field of clinical practice. The scope of 
this new chapter of the medical research is to reexamine and 
elucidate also experimentally the practical results of tle 
analysis of the muscular examinations, and to determine te 
physiological and pathophysiological bases of the procedur:s 
adapted in these examinations. These procedures, howev~r, 
do not confine themselves to the examination of the musc'’s 
and their function; in addition to this, the muscles «re 
analysed in their correlation to the organism as a whoie, 
and particular interest is focused on the observation on tie 
constitutional and somatoscopic conditions. The ‘“Myolo: ia 
practica” makes an attempt to observe the reactions of the 
body through the changes of the muscular function—namc'y, 
through continuous synthetical and practical development of 
the experimental results of the general and_ special 
physiology and pathology. 


Therefore we request the inquirers interested, as well as 


researchers working on referred fields, to kindly send us 
reprints of their works, thus by their collaboration sup) ort 
the further organization and development of the practi<al 
research of muscles. 
Yours, etc., 
ENDRE SZIRMA', 
Eors Basusz. 


Laboratory for Coagulation of Blood and Prac‘ val 


Examination of Muscles, 
VII., Mad&ch I.u. 12. or V., Arany J.u. 11., 
Budapest, Hungary, 
June 16, 1955. 
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JPost-Oraduate Tork. 


THE MELBOURNE MEDICAL POST-GRADUATE 
COMMITTEE. 


PROGRAMME FOR OCTOBER AND NOVEMBER, 1955. 


Refresher Course in Medicine and Surgery. 


A REFRESHER COURSE in medicine and surgery will be heid 
from October 10 to 14. From 9.30 a.m. to 5 p.m. each day, 
demonstrations will be conducted at the Royal Melbourne, 
Alfred, Prince Henry’s, Saint Vincent’s, Fairfield and Eye 
and Ear Hospitals. The fee for the course is £7 7s., and 
enrolments, together with fee, should be received by the 
Post-Graduate Committee as soon as possible at 394 Albert 
Street, East Melbourne. 


Country Courses. 


Horsham. 


On October 8, at the Wimmera Base Hospital, Horsham, 
the following lectures will be given: 3 p.m., Dr. R. Rome, 
‘The Obstructed Labour”; 4.30 p.m., Dr. Eric Clarke, ‘““Non- 
fuberculous Pulmonary Infection”; 8.15 p.m., Dr. S. F. Reid, 
“Peripheral Vascular Disease’. Dr. Ross Webster, 24 
Wilmoth Avenue, Horsham, is the local secretary. 


Bendigo. 

On October 15, at Lister House, Rowan Street, Bendigo, 
the following lectures will be given: 2 p.m., Dr. Kate 
Campbell, “Care of the Sick Neonate”; 3.15 p.m., Dr. Russell 
Howard, “Acute Abdomen in Childhood”; 4.30 p.m., Sir 
Maefarlane Burnet, “Present State of Virus Disease’. Dr. 
A. J. Walters, 514 High Street, Golden Square, Bendigo, is 
ihe local secretary. 

Hamiiton. 

On November 12, at Hamilton, the following lectures will 
be given: 4 p.m., Dr. R. S. Hooper, “Intracranial Hemor- 
rhage in Infancy and Adult Life”; 8.30 p.m., Dr. Clive Fitts, 
“Hypertension”. Dr. W. R. Angus, 214 Koroit Street, 
Warrnambool, is the local secretary. 


Ballarat. 


On November 24, at Craig’s Hotel, Ballarat, the following 
lecture will be given: 8 p.m., Dr. Howard Williams, “The 
Coughing Child”. Dr. N. Pescott, 626 Sturt Street, Ballarat, 
is the local secretary. 


Fees. 


Fees for the above courses are at the rate of 15s. per 
lecture, but those who have paid an annual subscription to 
the committee may attend without further charge. 


Flinders Naval Depot. 


The following demonstrations will be held at Flinders 
Naval Depot on Wednesdays at 2.30 p.m., by arrangement 
with the Royal Australian Navy: October 12, Dr. K. McLean, 
“Venereal Disease”; November 9, Dr. I. H. Cuming, “Trans- 
fusions and Fluid Balance”. 


Research. 


THE LIFE INSURANCE MEDICAL RESEARCH FUND 
OF AUSTRALIA AND NEW ZEALAND. 


THE Life Insurance Medical Research Fund of Australia 
and New Zealand, which was established during 1952 by the 
Life Offices’ Association for Australasia to promote and 
assist scientific and medical research on the diseases of the 
heart and blood vessels, has announced its awards for the 
year 1955. 

The awards include seven Grants-in-Aid to various 
research departments throughout Australia and one Travel- 
ling Fellowship. The total amount of the awards is about 
£24,000, approximately the same amount as was granted by 
the Fund last year. Details of the current year’s Grants-in- 
Aid are as follows: 

The Department of Pharmacology, University of Sydney: 
For further research, under the direction of Professor R. H. 
Thorp, in cardiac pharmacology as an extension of the pro- 
gramme currently being supported by the Fund. 
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The Department of Pathology, University of Sydney: For 
further research over the next two years, under the direction 
of Professor F. R. Magarey, on the pathogenesis of athero- 
sclerosis as an extension of the programme currently being 
supported by the Fund. 

The Department of Physiology, University of Sydney: For 
research under the direction of Dr. P. I. Korner on 
determinants of cardiac output and vasomotor tone. 

The Hallstrom Institute of Cardiology, Royal Prince Alfred 
Hospital, Sydney: For further research over two years, 
under the direction of Dr. B. C. Sinclair-Smith, on pulmonary 
function in mitra! stenosis as an extension of the programme 
currently being supported by the Fund. 

‘The Clinical Research Unit, Royal Prince Alfred Hospital, 
Sydney: For further research, under the direction of Dr. 
Cc. R. B. Blackburn, on portal hypertension as an extension 
of the programme currently being supported by the Fund. 

The Department of Pathology, University of Melbourne: 
For further research over two years, under the direction of 
Professor E. S. J. King, on dissecting aneurysm of the aorta 
as an extension of the programme currently being supported 
by the Fund. 

The Department of Physiology, University of Western 
Australia: For further research for one year, under the 
direction of Dr. Neil D. Crosby, on the effects of cephalic 
venous hypertension on body fluids as an extension of the 
programme currently being supported by the Fund. 

The Travelling Fellowship was awarded to Mr. Bede Morris 
for three years for research on the fundamental aspects of 
lipide transport and intermediary metabolism, to be carried 
eut at the William Dunn School of Medicine, Oxford, 


England, under the direction of Sir Howard Florey. 


Medical JOractice. 


NATIONAL HEALTH ACT. 





THE following notice appeared in the Commonwealth of 
Australia Gazette of September 22, 1955. 


Nationa Hreattn Act, 1953. 


Part VIl.—Pharmaceutical Benefits: Suspension of 
Medical Practitioner. 


TI, EarLe Pace, the Minister of State for Health, hereby 
give notice, in pursuance of sub-section (1) of section 96 
of the National Health Act, 1958, that I have suspended 
until 27th June, 1956, tle authority under section 88 of the 
said Act of Charles W. Lankester, of 196 Scarborough Beach 
Road, Scarborough, Western Australia, medical practitioner, 
to write a prescription for the supply of pharmaceutica! 
benefits following investigation and report by the Medical 
Services Committee of Inquiry for the State of Western 
Australia established under the National Health Act, 1953. 
concerning the conduct of the aforesaid medical practitioner 
in relation to his authority and the provisions of the regu- 
lations under the said Act. 

Dated this eighth day of September, 1955. 

EARLE PAGE, 
Minister of State for Health. 


Wedical Appointments. 


Dr. R. Butler has been appointed Medical Registrar at the 
Royal Adelaide Hospital. 

Dr. J. S. Covernton has been appointed Honorary Visiting 
Medical Officer to the Infectious Diseases Section, Northfield 
Wards (with status of honorary assistant physician), at the 
Royal Adelaide Hospital. : 

Dr. L. H. Barnes has been appointed to the Department 
of Public Health, New South Wales. 

Dr. L. L. Hoare has been appointed 
registrar at the Royal Adelaide Hospital. 

Dr. P. L. Brand has been appointed registrar in anes- 
thesia at the Royal Adelaide Hospital. 

Dr. Heward Maxwell James has been appointed Director 
of Tuberculosis of Victoria, pursuant to the provisions of 
the Health (Tuberculosis Arrangement) Act, 1949, of 


senior surgical 


Victoria. 









Deaths. 





THE following deaths have been announced: 

BRowN.—William Gillbee Brown, on September 12, 1955 
at Maroochydore, Queensland. 

SHorT.—Oswald Victor Short, on September 16, 1955, at 
Melbourne. 





Diarp for the Wonth, 


Oct. 4.—-New South Wales Branch, B.M.A.: Council Quarterly 

Oct. 5.—Western Australian Branch, B.M.A.: Branch Council 

Oct. 5.—Victorian Branch, B.M.A.: Branch Meeting. 

Oct. 8.—Victorian Branch, B.M.A.: Sir Richard Staweli 
Oration. 

Oct. 11.—New South Wales Branch, B.M.A.: Organization and 


Science Committee. 

11.—New South Wales Branch, B.M.A.: 
Finance Committee. 

Oct. 14.—Tasmanian Branch, B.M.A.: Branch Council. 

Oct. 17.—Victorian Branch, B.M.A.: Finance Subcommittee. 

Oct. 18.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

19.—Western Australian Branch, B.M.A.: General Meeting 


Oct. executive and 


Oct. 


Oct. 20.—New South Wales Branch, B.M.A.: Clinical Meeting 
Ocr. neitttiada ooo Branch, B.M.A.: Executive of Branc! 
Souncil. 
en 





Medical Appointments: Important Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, 0: 
with the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 


New South Wales Branch (Medical Secretary, 135 Macquari: 
Street, Sydney): All contract practice appointments in 
New South Wales. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, : Bundaberg Medica! 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement t: 
the Council before signing. 


South Australian Branch (Honorary Secretary, 80 Brougham 
Place, North Adelaide): All contract practice appointment 
in South Australia. 

Western Australian Branch (Honorary Secretary, 205 Saini 
George’s Terrace, Perth): Norseman Hospital; all contract 
practice appointments in Western Australia. All govern 
ment appointments with the exception of those of th: 
Department of Public Health. 


<i 
<< 





Editorial Motices. 







MANuscRIPTs forwarded to the office of this journal cann 
under any circumstances be returned. Original articles fo: 
warded for publication are understood to be-offered to Tr: 
cr JOURNAL OF AUSTRALIA alone, unless the contrary } 
stated. 


All communications should be addressed to the Editor, Tr: 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seam 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3 


Members and subscribers are requested to notify the Manag: 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Gle! 
New South Wales, without delay, of any irregularity in t 
delivery of this journal. The management cannot accept a: 


mo. 


responsibility or recognize any claim arising out of non-rece:;t 
of journals unless such notification is received within oe 
month. 

SUBSCRIPTION RatTES.—Medical students and others vt 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue °f 
membership of the Branches of the British Medical Association 

y 


in the Commonwealth can become subscribers to the journal ° 
applying to the Manager or through the usual agents and boo <- 
sellers. Subscriptions can commence at the beginning of 4”°Y 
quarter and are renewable on December 31. The rate is *° 
per annum within Australia and the British Commonwealth of 
Nations, and £6 10s. per annum within America and foreisn 
countries, payable in advance. 












